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In addition to the dropper-tube which has been a 
notable feature of our half-pound and quarter-pound 
ether packages, we now provide the ordinary outlet, to be 
used with a cork. This outlet, as the can 
comes to the anesthetist, is tinned over— 
sealed. Cut away the top, if you wish, and 
insert the cork which is supplied with the 
package. 


‘tution and and 


ent Most physicians using our ether for anes- 
w=) thesia prefer the dropper-tube, which is cut 
woo exons 10 nat in the center when ready for use, the severed 
wunovsecmm" 1 narts being bent in opposite directions, air 

at entering one tube, the ether flowing from 
the other. Some anesthetists, however, for 
reasons of their own, desire to employ the old method. 
Whichever way is your way, the new can meets your 
need. 


Our new ether package leaves nothing to be desired. 
“The purest ether; the best container.” 
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BLOOD TRANSFUSION WITH ONE 20 CCM. 
SYRINGE. 
RicHArp LewisouHn, M.D., 
New York City. 


The simplification of the technic of blood trans- 
fusion during the last few years is most gratifying. 
Vessel anastomosis, a most cumbersome procedure, 
was replaced by Lindeman’s syringe method. The 
syringe method, in its original shape, was still, 
however, far from being simple. I have pointed 
out in detail the advantages and disadvantages of 
this method in a previous paper, entitled “Blood 
Transfusion by the Citrate Method,’* and there- 
fore refrain from discussing the same subject in 
this short paper. 

The syringe method was materially simplified 
when Unger? showed that the team work of two 
men (one aspirating the blood from the donor, the 
other injecting it into the recipient) could be re- 
placed by an apparatus. He used a two-way stop- 
cock and while he was aspirating the blood, the 
vein of the donor was flushed with saline solution 
to prevent coagulation (and vice versa). 

The late Morris Kush, an interne at Mt. Sinai 
Hospital, further simplified the combined apparatus- 
syringe method. Instead of turning a two-way 
stop-cock with the hand he has an automatic de- 
vice, which insures the proper aspiration and in- 
jection of the blood, respectively. This apparatus 
has no attachment for the injection of saline solu- 
tion, which Kush considered unnecessary. He thus 
dispensed with one assistant, needed for the proper 
working of the saline syringe. 

In all these methods of transfusion (Lindeman, 
Unger, Kush) a 20 ccm. Record syringe is used. 
It is a well-known fact that after the syringe has 
been used two or three times for aspiration and 
injection the piston fails to work properly. It is 
generally assumed that two factors are respon- 
sible for this, first, the coagulation of the blood, 
and, second, the heating of the piston in the syringe. 
To overcome the first Lindeman provided for a 
thorough cleaning of each syringe on its way from 
recipient to donor. To provide against the heat- 


(1) Surgery, Gynecology and Obstetrics, July, 1915. 
(2) Journal of the American Medical Association, 1915. 


ing of the piston he immersed the syringes in ice 
water. 

Elsberg showed that both these factors can be 
overcome by a very simple device. He proved ex- 
perimentally that an ether-spray will insure the 
steady and safe working of one syringe, in connec- 
tion with an Unger or Kush apparatus, even if 
used for large transfusions. He suggested to Unger 
to chill with an ether spray the outside of the 
syringe during aspiration and injection of the 
blood. Thus Unger could reduce the number of 
syringes, used in connection with his apparatus, 
from 4 to 1, which simplified his .nethod mate- 
rially. The Kush apparatus can also be worked 
perfectly well with one syringe, as I know from 
my own experience, having used this apparatus a 
few times. 


But any apparatus, perfect as it may be in its 
construction,’ is apt to get out of order and very 
often at the crucial moment. Such an accident 
happened to me during a transfusion. I was then 
about to continue this transfusion by the Citrate 
method’, when it occurred to me that the apparatus 
was really not needed, and that the outfit left at my 
disposal—one syringe and an ether spray—would be 
sufficient to finish this transfusion: successfully. I 
therefore proceeded to aspirate the blood from the 
donor’s vein and to inject it into the recipient. I 
thus transfused 250 ccm. of blood and could have 
given larger quantities of blood without difficulty, 
if transfusicea of a larger amount had been indi- 
cated. I have repeated this simple method in a 
case of secondary anemia, giving an eight-year-old 
child 230 ccm. of blood, thus raising the hemo- 
globin from 18% to 39%. 

The outfit for this method of blood transfusion 
is most simple: Two cannulae, two pieces of rub- 
ber tubing, one 20 ccm. syringe, and an ether 
spray (ordinary hand atomizer). The recipient’s 
vein is either punctured or exposed, the cannula 
introduced, and a piece of rubber tubing attached. 
The 20 ccm. syringe, containing some saline solu- 
tion, is attached, and the saline solutions is slowly 
injected, while the vein of the donor is punctured 
and the other piece of rubber tubing attached to 
the cannula. The syringe is now emptied of the 
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Saline solution and filled with blood from the 
donor. The rubber tubing on the donor’s side is 
compressed by an assistant, thus stopping the flow 
of the blood. This same assistant compresses the 
rubber tube on the recipient’s arm after the injec- 
tion of the blood in the syringe. Aspiration and 
injection are thus repeated, until the amount of 
blood required for the recipient is reached. 


Fig. 1. 


Meanwhile the ether spray, which can be worked 
by any untrained assistant, must be applied con- 


tinuously to the piston of the syringe. It appears 
to the onlooker that the syringe works with the 
greatest ease all the time. Only the man who 
works the syringe will notice a_ slight difficulty 
now and then in pushing the piston forward. A few 
drops from the ether spray will overcome the slight 
difficulty and the piston will again slide up and 
down with perfect ease. 

It is possible that a Luer all glass syringe might 
give the same good results without the use of the 
ether spray. Furthermore, it might be feasible to 
use a 50 ccm. syringe instead of a 20 ccm. syringe. 

The blood can be transferred from donor to 
recipient without any haste. In fact, I think it is 


better for the recipient, if the blood is not trans- 
fused too quickly. A sudden overloading of the 
circulatory system is thus avoided. 

Whereas the citrate method, which I described 
about six months ago,* and which I have applied 
since then in a great many cases with perfect suc- 
cess, represented a new principle, the one-syringe 
method described in this paper cannot be consid- 


Aspiration of blood from the donor. 


ered as a new procedure. In fact, the important 
part of the work on blood transfusion with the aid 
of syringes was done by others (Lindeman, Els- 
berg, Unger, Kush), and my contribution means 
only a further, though possibly the final step in 
simplifying the syringe method. 

As to the relative value of the two methods (ci- 
trated blood and one-syringe transfusion) I still 
think that the former will be the method of choice. 
Though the recent progress in the technic of syringe 
transfusion has made it technically as easy as the 
citrate method, the advantages which I pointed 
out in my paper in favor of the citrated blood 
transfusion still hold. The two main advantages 
are that patient and donor are not in the same 


(3) Medical Record, January, 1915. 
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room and that it is impossible to infect the donor’s 
blood by the recipient’s. 

I have proved in my paper on the citrate method, 
that citrated blood is clinically just as effectual as 
unmixed blood. I hope that time will show the 
correctness of this statement and the absolute 
harmlessness of the citrate transfusion. 

Those, however, who on theoretical grounds 
still favor the transfusion of unmixed blood, might 
try the simple one-syringe method above described. 
Both these methods will prove technically most 


Joint ADHESIONS. 

If a joint requires loosening, or bony adhesions 
take place, motion should be stopped just as soon 
as it is loosened, and no attempt should tic made to 
complete flexion and extension. This should be fol- 
lowed by the usual orthopedic treatment for an in- 
flamed joint. Then the patient should be instructed 
gradually to begin using the joint, as the irritation 
disappears, which will be indicated by the lack of 
swelling and the disappearance of pain—ARTHUR 
J. GILLetTeE in the J. A. M. A. 


ig. 2. Injection of blood into the recipient. 


easy, even in the hands of men without previous 
experience in this work, and thus serve to pop- 
ularize blood transfusion. 


565 Park AVENUE. 


INTESTINAL RADIOGRAPHY. 

Kinking at the duodenal-jejunal juncture may 
be difficult to find, but by filling the duodenum with 
pressure upward on the stomach, then rotating the 
patient to the left, the amount of retention in the 
duodenum should tell us the degree of obstruction. 
—A. Jupson Quimsy in The American Journal of 
Roentgenology. 


Post-OPERATIVE THROMBOSIS. 


Thrombosis, carrying with it the possibility of 
embolism, may deevlop after any type of operation. 
There seems to be a much smaller element of risk 
in the case of operations in the uppcr abdomen 


than in those involving the pelvic. viscera. Pros- 
tatectomy and hysterectomy especially seem to be 
fraught with this form of risk. An idea of the 
frequency of thrombosis as a post-operative com- 
plication may be found from the statistics of 
Schenck, who finds that in 3,204 operations for 
uterine myoma in twelve different clinics, throm- 
bosis developed in 96, or 3 per cent—E. Novak in 
the Interstate Medical Journal. 
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THE QUESTION OF CONSULTATION IN 
SURGICAL CASES. 
An Address to Practitioners. 


Howarp M.D., F.A.C.S., 


Attending Surgeon to Mount Sinai Hospital and 
Bellevue Hospital, 


New York. 


If you had a patient suffering from the effects 
of an apparently slight infection after the trim- 
ming of a corn on one of his toes, you might refer 
the case to a surgeon or you might dress the wound 
yourself for a day or two or until recovery took 
place or until it became apparent that the infec- 
tion was more rebellious than you at first sup- 
posed. In the latter circumstances it would be time 
for surgical counsel. You do not regard the mat- 
ter very seriously, however, and you have a friend, 
Dr. B., who “does surgery,” and whose work and 
judgment you believe to be good. Now, in a few 
days more an incision is made, with local anes- 
thesia, a little pus being evacuated. The disease 
still progresses rather insidiously, and then comes 
a chill followed by high fever and of a sudden, 
as it were; the man’s life is in danger. The ques- 
tion of amputation of the diseased limb is in your 
mind, and the same thought is shared by the sur- 
geon and by the family of the patient who, taking 
alarm, decide that another opinion would be desir- 
able and so inform you. The three interested 
parties having called the eminent Dr. S., a consul- 
tation is held, and Dr. S. decides that an amputa- 
tion above the knee is necessary to save the pa- 
tient. The question as to who is to operate now 
comes up, and Dr. S., the consultant, being an 
ethical practitioner, naturally assumes that it will 
be Dr. B. The family, however, has become thor- 
oughly frightened at the grave aspect assumed by 
this apparently trivial case, and is now anxious to 
have the “best.” What will be the final plan? 

There are but three possibilities: First, that the 
people pay Dr. B., and dismiss him from the case. 
If this is done it is more than probable that the 
family physician will voluntarily withdraw. Sec- 
ond, that the family become reconciled to the idea 
of having him operate; and third, and most likely, 
that Dr. B. is permitted to operate but with the 
condition that Dr. S. shall be present. In this case 
all three medical men ought to be reasonably sat- 
isfied with their positions. The patient, however, 
has to pay Dr. S. a fee as great as, or even greater 
than, the charge made for the operation. In spite 
of the satisfaction over his recovery you may be 
sure that should a similar question arise in that 
family, they will be pretty apt to secure in the first 


place the services of one who is capable from their 
point of view to carry the case to its conclusion and 
with whose work they think they would in any 
event be satisfied. 

Some patients will accept the choice of their 
physician, regardless of the name or reputation of 
the specialist; others, who belong to the class of 
so-called nervous or difficult people, will be in the 
situation of those mentioned in my hypothetical 
case. It would undoubtedly have been wiser to 
have called in an unquestioned authority in the 
first instance. 

I am convinced that there is a great deal in what 
may be called the training of patients by the doc- 
tor; which means simply that the physician has 
gained the confidence of his clientele to such a 
degree that what he advises is accepted without hesi- 
tation. Such a man will do far better than the 
more vacillating doctor who at the first hint of 
danger summons consultants by the score, thus 
often deferring action when promptness was es- 
sential. I am sure you have all seen lost among 
the wealthy lives that would probably have been 
saved had the patient occupied a bed in the hos- 
pital ward. 

Case II. A young woman in the fourth week 
of typhoid suddenly cried out with pain and be- 
came somewhat shocked one morning at 7 o’clock, 
the temperature dropping from 103° to 98° F. Her 
physician was at once summoned and arrived at 
the bedside within thirty minutes. Realizing that 
some serious change had occurred he called for 
counsel, the patient being seen by the second physi- 
cian at 9 o’clock. The pain had subsided, but the 
abdomen which had been scaphoid had become 
more normal in contour. The consultant frankly 
stated that he believed a perforation had occurred 
and that an operation was indicated. The consul- 
tation lasted half an hour and another hour elapsed 
before the surgeon arrived. He agreed as to the 
urgent necessity for operation, but the first physi- 
cian was influenced by the relatives of the patient 
so that the advice of a famous consultant was 
sought. Delay of another hour. The third con- 
sultation was finished at about one o’clock. The 
result was that since the last consultant did not 
feel “perfectly sure” that a perforation had oc- 
curred a blood count was called for to clinch the 
matter. At least an hour was consumed in this 
laboratory work and all parties concerned met 
again at three o’clock. By this time there was de 
cided rigidity and distension. The surgeon now 
insisted upon the opinion of the other gentlemen 
in a hypothetical case with all the circumstances 
similar to the one in hand but with the patient in 
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the charity ward instead of in the luxury of her 
home. Both medical consultants then admitted 
that an exploratory operation would be the prob- 
able procedure. Nine hours after the initial drop 
of temperature the operation was performed. A 
large perforation was easily found and closed, 
but there had been such extensive soiling of the 
peritoneum by intestinal contents that septic peri- 
tonitis was already well under way and the pa- 
tient survived only twenty-four hours longer. She 
might have died even in spite of immediate opera- 
tion, but success would at least have been more 
probable. 

Surely, in a multitude of counselors there is not 
always wisdom. 

Case III. A woman about 35 years of age with 
a history which seems to point to old gastric dis- 
ease, is attacked with an apparently typical biliary 
colic. There is no jaundice, but the gall-bladder is 
easily palpable, tense and enlarged. After forty- 
eight hours the temperature rather suddenly rises 
to 104°; the pulse is rapid, but the patient does 
not give the impression of being in grave danger. 
You believe that this attack being primary, with 
only a vague history suggestive of earlier biliary 
trouble, a few hours more of medical treatment, 
or even one or two days may be followed by a 
subsidence of the symptoms. The family asks for 
consultation. Now, there is no doubt whatever 
that by the skilful selection of your consultant from 
a number of men equally distinguished in medical 
or surgical practice you can determine whether an 
abdominal section shall be performed at once, 
whether an operation after the subsidence of the 
attack shall be looked forward to, or whether the 
patient shall be treated for the present by purely 
medical means without the suggestion of surgery. 
Even of two surgeons one may be known for what 
is called. his “radical” views and the other for his 
conservatism. I am using these terms in the sense 
in which they are taken by the general practitioner. 
Surgeons very frequently reverse the meaning of 
these two words, considering it far more conserva- 
tive to remove a diseased organ whose presence 
appears to be endangering the patient’s existence. 

What is then the duty of the medical practi- 
tioner in a case of this kind? 

It is obvious that if he is convinced of the neces- 
sity for an operation he ought to call the man whom 
he is reasonably sure will operate ; but, on the other 
hand, we are all liable to error, so it may be as 
well to call the surgeon who is known to be con- 
servative in the medical sense! 

The only rule for safe guidance is to have the 
man who is known best for his experience and judg- 


ment, and who will conscientiously consider and 
weigh all points of the case. 

In the event of complete disagreement, a third 
consultant, medical or surgical, may be called to 
decide the question. Unless the light of another 
“specialty” is required this committee should never 
consist.of more than three members. If at the time 
of the original disagreement the case appears to 
either one extremely urgent, the patient or his 
friends have the right to hear the arguments and 
to cast the deciding vote. 

In other specialties than general surgery, this 
matter of decision by the physician whether Dr. 
A. or Dr. B. is to be called may become im- 
portant. I know of one physician who maintains that 
he can at will predict whether a mastoid operation 
will be performed or not according to the particular 
otoligist whom he may decide to call. 

All this means that the responsibility which rests 
upon the shoulders of the practitioner, the man who 
was in the case from the beginning and who presum- 
ably knows the patient and his friends better than 
any consultant, is a grave one. I believe that his 
position is too rarely appreciated and that quite as 
much upon his good sense depends the welfare of 
the patient as upon the skill of the specialist. These 
arguments do not refer to the selection of any par- 
ticular type of procedure—they simply refer to the 
question of operation or no operation. 

‘If your patient is an old man with prostatic re- 
tention and hemorrhage, whose misery of existence 
is such that relief must be had, you will know that 
an operation is inevitable. Whether it shall be 
done by one method or by another will depend 
largely upon the operator selected, and knowing the 
character of the work performed by a surgeon 
the {precise method employed need not concern 
you. It is a fact, however, that some progressive 
physicians do take pains to inquire into the vari- 
ous methods and particularly into the so-called 
“end-results,” finally making the selection in accord- 
ance with their investigations. 

The specialist draws most of his work from his 
colleagues who refer patients to him; yet I have 
known in my younger days that consultants are not 
invariably honest in their dealings with the physi- 
cian who calls them. More than once I then noted 
the absence of certain patients from my waiting- 
room a suspiciously short time after the holding 
of a consultation and later on I learned that the 
consultant himself did not deem it beneath his dig- 
nity to continue the treatment which he no doubt 
conscientiously thought he could carry out better 
than I could. In one or two instances I was 
chagrined to find that not the consultant but his 
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assistant was taking care of my patient. Needless 
to say, I never gave an opportunity for a repeti- 
tion of the offense in the same quarter. 

The consultant should follow the Golden Rule in 
dealing with colleagues who may honor him by their 
choice. If the case requires special or operative 
therapy it is no more than fair that he should as- 
sociate himself with the physician and should re- 
quest his aid in carrying out a considerable part 
of the treatment. If the case has been an operative 
one many of the dressings can be perfectly well at- 
tended to by the physician. 

Then, too, we must not lose sight of the fact 
that the physician is better acquainted with the 
purely medical aspect of the individual case than 


the surgeon is apt to be. It is, therefore, desirable 
for all concerned that the disease should be treated 
with the understanding that the operation is an in- 
cident, though usually an important one. 

The least that a consultant can do is to return 
the patient to the man who sent him in fully as 
good a moral condition as he was when he came, 
with respect for his physician increased, not in- 
jured by thoughtless criticism. 

Even in hospital ward service we should be as 
punctilious as in private practice. Whether limited 
to a specialty or doing general work the hospital 
“attending” stands in the light of consultant to 
some physician who treated the patient’s illness be- 
fore he entered the institution. 

It has long been my custom to inquire personally 
from each patient at the time of his discharge from 
the hospital whether he had a family physician, and 
invariably to refer the patient back to him, either 
for general treatment, or in a case of incompletely 
healed wound, for surgical dressing. It too fre- 
quently happens that patients who are able to pay 
a small fee to a physician are completely pauperized 
by being referred to dispensaries on their dis- 
charge from the hospital. 

I apologize for the desultory manner in which 
I have considered this subject and for the some- 
what intimate character of the discussion. I rec- 
ognize that the discourse is suited rather to the 
privacy of sympathetic conversation than to the 
pages of even the medical press, and were the mat- 
ter of less importance I would have remained 
silent. 


In the removal of the superior maxilla three pro- 
cedures will be found of great help: intrapharyn- 
geal or intratracheal anesthesia ; temporary ligation 
of the commen carotid artery to reduce hemorrhage ; 
and the continuous removal of blood from the 
pharynx and the wound recesses with a suction ap- 
paratus. 


GUNSHOT WOUNDS OF THE ABDOMEN. 
B. F. ZIMMERMAN, M.D., 
LoulIsvILLE, Ky. 


Gunshot wounds of the abdomen probably con- 
stitute a small percentage of surgical emergency 
work, but they are of sufficient frequency and of 
such formidable nature as to render imperative 
ready knowledge of their gravity and rational meth- 
ods for their treatment. 

We are primarily interested in the civil cases, 
but to obtain a clear idea of the proper method of 
treatment it is necessary to contrast observations 
in civil practice with those cases encountered on 
the battle field. It is the consensus of opinion 
among military surgeons that non-intervention is 
the best mode of treatment in military practice; 
and there are abundant statistics to prove the wis- 
dom of their teaching. In civil life, however, sur- 
geons should be equally unanimous in advocating 
immediate operation ; and this presents no conflict in 
surgical practice or principle. The attitude of the 
military surgeon is one of expediency, that of the 
civil surgeon one of idealism. Different condi- 
tions obtain in military and civil life, and different 
modes of treatment are necessary. 

In warfare the wound is usually inflicted by a 
small calibre steel jacketed missile propelled at 
high velocity. The wound produced is usually small 
and clean-cut, and in middle and remote ranges a 
minimum amount of damages is inflicted. These 
wounds are not nearly as likely to become infected 
as those encountered in civil practice. In civil life 
the bullet is usually larger, is not jacketed, is likely 
to be deformed, it is propelled at a low velocity, 
and causes extensive destruction of tissue. There 
is a great expenditure of energy when such a bul- 
let strikes the human body. Infection of a wound 
of this character is very likely to occur. 

In military practice the victim is usually young 
and strong and possesses greater power of resist- 
ance. The wounds are often inflicted while the pa- 
tient is fasting, the alimentary canal being empty. 
In civil life the patients are often older, very fre- 
quently under the influence of alcohol at the time 
of injury, with the gastro-intestinal tract replete. 
It may be readily seen, therefore, that in war all 
conditions are more favorable for recovery of the 
patient without intervention, than are those found 
in civil practice. 

Again, the facilities for treatment in war are in- 
adequate to secure good results. An abdominal 
operation in a hastily constructed field hospital by 
overworked surgeons and nurses is almost if not 
auite as dangerous as the injury for which the 
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operation is undertaken. More often than other- 
wise the military surgeon does not see the patient 
in time to perform a successful operation, even had 
he the facilities for doing so. 

La Garde is authority for the statement that all 
penetrating and perforating wounds of the ab- 
domen, regardless of the viscera involved, gave a 
mortality of 92% in the Crimean War, 90% in 
the Civil War, 69% in the Franco-German War, 
67.1% in the Spanish-American and Philippine 
Wars, 56% for the Russians wounded in Man- 
churia. Under the rule of non-operation, morphine, 
ice-bag and no food for days, De Sarlo reported 
55% of cures in the Italo-Turkish War. At the 


1914 meeting of the American Medical Association 
Rodman quoted authority for 15% mortality fol- 
lowing operation for penetrating wounds in the first 
twelve hours, 44.6% for the second twelve hours, 
67% for the third twelve hours, and 70% for the 
fourth twelve hours. These statistics of Rodman 
probably show a lower mortality than most statis- 
tics in civil practice, and one point is strongly en- 
phasized, i. e., that early operation is imperative. 

The prognosis in penetrating wounds of the ab- 
domen depends upon a number of factors: 

(1) It is possible for a bullet to enter the ab- 
domen without inflicting any injury upon the 
viscera. This is rare and recovery will occur in 
all such cases unless the cavity is infected by the 
bullet or by foreign material carried with it. 


(2) Wounds of solid viscera, if made with 
small calibre bullets and not infected, are more 
favorable than those of hollow viscera. The dan- 
ger of hemorrhage is considerable; infection may 
also occur. 

(3) Wounds of solid or hollow viscera involv- 
ing large bloodvessels are dangerous, primarily be- 
cause of hemorrhage, and secondarily because of 
infection. 

(4) Wounds of hollow viscera are especially 
dangerous on account of the escape of septic con- 
tents into the abdominal cavity. 


(5) Perforations of the small intestine are more 
dangerous than those of the large, the liquid con- 
tents of the intestine causing extensive extravasa- 
tion and widespread infection of the peritoneum. 
The movement of the small intestine also con- 
tributes to the escape of the liquid contents and dis- 
semination of the infection. Injuries to the large 
intestine are less dangerous than those of the small, 
and perforation of the stomach less than that of 
the large intestine. 

(6) The number and character of the perfora- 
tions must be considered. Simple perforations by 


a small calibre bullet leave a small opening which 
is closed by prolapse of the intestinal mucosa, espe- 
cially if the gut be empty. Larger perforations 
or those which are produced by the bullet striking 
obliquely, and those produced by the action of the 
bullet upon a hollow viscus that is distended with 
food or gas, are especially dangerous. 

(7) The length of time elapsing between receipt 
of the injury and operation is of paramount im- 
portance in determining the outcome in a given 
case. The statistics of Rodman emphasize this 
point. 

The symptoms of gunshot wounds of the ab- 
domen present no definite indications of visceral 


perforation. Shock is extremely variable; there 
may be shock without penetration; there may be 
extensive intra-abdominal injury with little or no 
shock; the pulse is usually accelerated; it is not 
uncommon for it to be slightly above normal. Ex- 
tensive hemorrhages resulting from laceration of 
large bloodvessels produce an extremely rapid 
pulse. In the great majority of instances shock in 
gunshot wounds of the abdomen really means 
hemorrhage. Pain is inconstant and unreliable; it 
may be great in non-penetrating wounds; it may 
be slight with multiple perforations. Vomiting, 
pain and shock when persistent indicate perfora- 
tion; prolonged shock means hemorrhage. 

It would appear, therefore, that there is nothing 
characteristic in the symptomatology, and it is pre- 
cisely this point which should be emphasized. He 
who waits for the advent of characteristic symp- 
toms, i. e., infection and peritonitis, has wasted 
valuable time, and has waited until there is no pos- 
sibility of saving the patient. 

In the majority of instances the only way in 
which a diagnosis can be made immediately after 
injury is by exploratory operation; and it is better 
that an hundred exploratory incisions be made that 
reveal nothing than that one case of perforation 
be undiscovered. This statement presupposes, of 
course, that the surgeon has adequate facilities for 
undertaking celiotomy. Under such circumstances 
the mortality of exploratory operation should be 
practically nil. 

The diagnosis by exploratory celiotomy is the 
patient’s safeguard in all instances in which the 
surgeon does not absolutely know that the wound 
is a non-penetrating one, provided always that the 
exploratory operation be done under aseptic technic. 

It is the lack of proper facilities and time which 
makes the distinction between the course to be pur- 
sued by the military and that within reach of the 
civilian surgeon in penetrating wounds of the ab- 
domen (Darnall). 
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The following six cases coming under my ob- 
servation in the Louisville Public Hospital seem 
worthy of record. They will be briefly reported, 
all unimportant details being omitted. The patients 
were middle-aged negroes, some of them unprom- 
ising surgical subjects, and the injuries were in- 
flicted during drunken brawls. It is interesting to 
note, however, that all of them recovered under 
prompt surgical intervention. In only one did the 
the symptoms definitely indicate intraabdominal in- 
jury. In the others the increase in pulse rate was 
no more than might be expected from the excite- 
ment incident to being shot, and there was nothing 
in the symptomatology to indicate that the abdom- 
inal viscera had been penetrated. 

The results secured in these six cases certainly 
justify the position that early exploration is im- 
perative in all gunshot wounds of the abdomen 
where it is even suspected that visceral injury may 
have occurred. The probable outcome without ex- 
ploration is too well understood to require further 
comment. 

The importance of careful and thorough exam- 
ination of the entire abdominal cavity cannot be too 
strongly emphasized. Many fatalities have un- 
doubtedly occurred from overlooked perforations 
of the viscera. Whenever necessary one should 
not hesitate to make a transverse incision at right 
angles to the longitudinal incision to be absolutely 
certain that every injury to the viscera has been 
recognized and repaired. Even in movable por- 
tions of the intestine perforations are likely to be 
overlooked, and it is difficult to thoroughly exam- 
ine the immovable portions through a median in- 
cision, 

Case I: Male, aged forty-one; weight about two 
hundred pounds; admitted in June, 1913, three 
hours after gunshot wound of abdomen inflicted by 
steel jacketed bullet. Pulse 95; temperature nor- 
mal; patient suffering practically no pain; slight 
tenderness on pressure. 

Celiotomy: Six perforations found in small in- 
testine, two of them being so close together, and 
laceration so extensive, that resection was neces- 
sary ; end-to-end anastomosis by direct suture. The 
other perforations were repaired by Lembert su- 
tures. There was but little extravasation of the 
intestinal contents. Cavity cleansed with gauze, and 
cigarette drain inserted; drain removed in forty- 
eight hours. The patient made a satisfactory re- 
covery. 

Case II: Male, aged forty-three; admitted in 
June, 1913, four hours after being shot with a 32 
calibre revolver. The bullet entered the left side 
between the ninth and tenth ribs, and according 
to the history ranged downward. The patient was 
shot while in a crouching position, his assailant be- 
ing in front and to the left. This man presented 


practically no symptoms; there was but slight in- 
crease in pulse rate; no elevation of the tempera- 
ture; no pain except during inspiration. 

Celiotomy: median incision. It was found the 
bullet had ranged downward, penetrating the 
diaphragm and piercing the splenic flexure of the 
colon. As this could not readily be brought into 
the opening, a transverse incision was made from 
the median line to the left. The perforation in 
the colon was repaired by Lembert sutures; cavity 
cleansed by sponging; cigarette drain introduced; 
drain removed in forty-eight hours. Recovery was 
uninterrupted with exception of slight infection of 
the external wound. 

Case III: Male, aged thirty-seven; admitted in 
August, 1913, three hours after receiving a gunshot 
wound of the epigastrium. Pulse 100; tempera- 
ture normal. The patient complained of no pain, 
and had not vomited. 

Celiotomy: A considerable quantity of clotted 
blood found in the cavity; the bullet had perfor- 
ated the anterior and posterior walls of stomach and 
also the left lobe of the liver. The stomach per- 
forations were closed and the hemorrhage from 
the liver controlled by passing a strip of gauze 
through the bullet track and bringing it out at the 
upper angle of the abdominal incision. No fur- 
ther drainage was used. Recovery uneventful. 

CasEIV: Male, aged forty ; admitted in August, 
1913, ten hours after stab wound in upper ab- 
domen.. Symptoms of hemorrhage present; tem- 
perature 99° F.; pulse 110; some dullness over 
the abdomen. 

Celiotomy: It was found that the knife had been 
thrust in an upward direction, penetrating the left 
lobe of the liver from below and passing entirely 
through the diaphragm almost to the pleural cov- 
ering. No intestinal injury discovered. There was 
a large quantity of blood in the cavity; the wound 
in the liver was still bleeding. Hemorrhage con- 
trolled by passing gauze through the liver wound 
and exerting pressure thereon by several sutures 
placed wide in hepatic tissue and tying them over 
the gauze. Drainage removed on the fourth day. 
Recovery uninterrupted.* 

CasE V: Male, aged fifty; admitted in July, 
1912, three hours after being shot in the abdomen. 
There were no symptoms indicative of intra-ab- 
dominal damage. 

Celiotomy: Three perforations of the ileum 
found about two feet from ileo-cecal valve, and 
one perforation of the ascending colon, with con- 
siderable extravasation of intestinal contents. In- 
testinal wounds repaired in the usual manner; re- 
section was unnecessary. Cavity carefully cleansed 
by sponging, and rubber drainage tube inserted ; 
drain removed in forty-eight hours. Prompt recov- 
ery. 

CasE VI: Male, aged forty-three; admitted in 
August, 1913, two hours after gunshot wound of 
the abdomen. The bullet ranged backward, strik- 
ing a transverse process of a vertebra. 

* This case is included in the series although it is not one. of 


gunshot wound involving the abdominal viscera, the injury being 
inflicted with a knife. 
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Celiotomy: There was found a large perfora- 


tion of the transverse colon, and some extravasation 
of intestinal contents. The perforation was care- 
fully repaired; cavity cleansed by sponging; ciga- 
rette drainage for forty-eight hours. The patient 
made a good recovery. 

More than forty years ago Sims advocated im- 
mediate celiotomy in gunshot wounds of the abdo- 
men, and stated that “the danger consists not in 
opening the abdominal cavity but in keeping it 
closed, and the day will come when gunshot and 
other wounds of the abdomen and perforations of 
the intestine will be treated by opening the periton- 
eal cavity and washing out or drainage of the sep- 
tic fluids.” 

Harbin believes the great fault lies in waiting 
for symptoms that indicate intestinal perforation. 
To follow such a policy is fatal in many instances. 
In case of doubt regarding intestinal perforation it 
is better to open the abdomen immediately. He says 
it is sometimes a long and tedious process to locate 
a small perforation, and cites an instance in which 
failure to find an abrasion of the intestine led to 
the development of a fecal fistula three weeks sub- 
sequent to the operation. 

Martin successfully operated upon two patients 
with extensive gunshot wounds of the abdomen. 
One had a perforation of the smalll intestine and 
the bladder. The other had three perforations of 
the ileum and one of the transverse colon. In the 
latter case, operation was performed about an hour 
after receipt of the injury. The patient would have 
died from hemorrhage for there was active bleeding 
from one of the mesenteric vessels. 

Keyes cites an instance in which there were 
twenty-two intestinal perforations. The cavity con- 
tained a small quantity of fluid feces, much clotted 
blood, and “probably some bile.” The first portion 
of the jejunum examined showed eleven perfora- 
tions; several were also found in the mesentery. 
Five of the intestinal perforations were closed with 
fine chromicized catgut, and about ten inches of 
another loop—containing six perforations, with ex- 
tensive injury of the mesentery and bloodvessels— 
was exsected, a Murphy button being inserted and 
doubly stitched with Lembert sutures. Eleven per- 
forations were clésed by Czerny-Lembert sutures 
of fine catgut. The peritoneal cavity and intestines 
were carefully sponged and the abdomen closed 
without drainage. The patient was discharged 
from the hospital on the twenty-seventh day. 

From a study of fifty cases of penetrating ab- 
dominal wounds operated upon by six different sur- 
geons, Branch presents the following conclusions: 
(1) In all penetrating wounds of the abdomen 


seen within twelve hours from time of injury, op- 
eration should be undertaken as promptly as con- 
sistent with good technic and skillful work. 

(2) The incision should be made large enough 
to insure a good survey of the abdominal viscera 
without unduly exposing them. 

(3) Extensive evisceration is unnecessary and 
unjustifiable, greatly increasing the mortality. 

(4) Unless the peritoneum is extensively soiled, 
the intestinal contents should be wiped away with 
salt-gauze sponges; irrigation does more harm than 
good. 

(5) If closure of the perforation or destruction 
of the blood supply seriously threaten the usefulness 
of a portion of the intestine, resection should be 
accomplished. 

(6) If the peritoneal cavity is extensively soiled, 
drainage is safer; otherwise the incision may be 
closed. 

(7) Post-operative treatment is very important; 
Fowler’s position should be maintained. 

Personally I have never considered irrigation of 
the cavity advisable, nor has Fowler’s position been 
found especially advantageous, in the treatment of 
gunshot or other penetrating abdominal wounds. 
On the other hand, Guerry and other prominent 
surgeons practice thorough irrigation with saline 
solution in all such cases, and recommend the exag- 
gerated Fowler position. 
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OPERATIVE TREATMENT OF FRACTURES OF THE 
FEMUR. 

I find that personally I am to-day operating 
more: frequently upon fractures of the shaft of the 
femur, than I did formerly. I am finding that frac- 
tures in the upper third, in the middle, and in the 
lower third of the shaft, particularly in an adult, 
if the line of fracture is transverse or slightly 
oblique, recover with better knee and ankle joints 
if the long traction, made necessary by the non- 
operative treatment, is avoided. The restoration 
of the femoral shaft to its normal alignment, and 
the securing of the too often forgotten normal an- 
terior curve of the femur, place the individual upon 
a better basis and the functional return to normal 
is hastened thereby —Cuar.es L. Scupper in The 
Ohio State Medical Journal. 
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LABORATORY AIDS AND THE EARLY 
DIAGNOSIS OF CANCER.* 
Freperic E. Sonpern, M.D., 
New York. 


The pathologist as well as the clinician has far 
too frequent evidence that a malignant -tumor 
reaches an inoperable stage before a diagnosis of 
its nature is made. This unfortunate oversight 
seems due to one or more of several causes. The 
delay on the part of the patient suffering from 
malignant disease in seeking medical advice; the 
tardy diagnosis of malignant disease by the clini- 
cian and a reluctance to have surgical counsel in 
suspicious cases, and the error of the surgeon in 
mistaking a malignant for a benign condition, are 
circumstances which are not within my province 
to discuss. It is with reference to the pathologist 
and his work in this connection that I would 
speak here. 

Until relatively recent time, it was customary 
in a paper of this kind, to emphasize first and last, 
the imperative duty of the clinician to excise a 
portion of practically every suspicious growth for 
histologic study, for the purpose of justifying a 
radical operation if found malignant, and for pre- 
venting unnecessary mutilation if found benign. 
Further experience, statistics and research have 
demonstrated that this diagnostic procedure must 
be modified, that it occasionally is misleading and 
under some circumstances positively dangerous. It 
is our duty to call the attention of the profession 
to the fact that cutting through healthy tissue into 
a malignant growth is not devoid of danger. A 
committee of the American Society for the Control 
of Cancer has formulated a conservative opinion 
which should be given wide publicity. Their con- 
clusions are briefly as follows: 

In the removal of tumor tissue for diagnosis, the 
advantage of such microscopic examination, as well 
as the danger of aggravating the disease by this 
procedure, must be considered. In many cases the 
advantage of diagnosis outweighs the danger of 
removal of tissue for this purpose, and the pro- 
cedure is justified in the opinion of the majority. 
The necessity for this may be determined by the 
skill of the clinician. Opposed to the procedure in 
general, is the danger of aggravating the condition 
by the excision, and this varies according to the 
nature and the position of the growth. To cut 
through the skin into a malignant tumor of the 
breast in order to remove a piece for examination 
is genérally discountenanced. Errors in diagnosis 


*Read before the N. Y. County Medical Society, May 24, 1915, 
in coéperation with the American Society for the Control of Cancer. 


result from the excision of inflammatory tissue on 
the margin of a tumor when the section does not 
include tumor tissue, this being most frequent in 
the breast and in the prostate. Incisions into actively 
growing, deep-seated malignant tumors should be 
avoided as this may disseminate infection through 
the vessels, may permit extension or accelerate 
growth by relief of capsular tension. There is 
little danger, however, from the proper removal 
of tissue from any superficial growth of the skin 
or mucous membrane. Crushing or kneading 
malignant tissue should be carefully avoided under 
all circumstances. 

In support of what has been said it is only neces- 
sary to quote the figures published by Bloodgood 
two years ago in his paper on Border-Line Patho- 
logical Lesions. He states, for example, that in 
some groups of malignant tumors as high as 50 
per cent. of the cases are inoperable when they 
reach the surgeon. He is particularly emphatic on 
the danger of incomplete removal of a malignant 
growth of the breast even if this is followed by 
a radical operation days or weeks later after the 
microscopic examination of the tumor has been 
made. The same, I believe, applies to malignant 
disease of the prostate and bladder. Bloodgood 
states that in breast tumors clinically benign, if 
the radical operation immediately follows the ex- 
ploratory incision which has revealed malignancy, 
the probability of cure is 80 per cent., while if the 
tumor alone is removed and this is followed by a 
radical operation at a later time, the probability of 
cure is less than 10 per cent. This is certainly an 
alarming statement and places an immense respon- 
sibility on the operating surgeon, tempered some- 
what by the support of a frozen section made at 
the time of the operation by a competent tissue 
worker. 

It is evident that the modern conception of deal- 
ing with malignant disease demands a more inti- 
mate knowledge of the gross appearance of tumors 
by the surgeon and the immediate radical removal 
of those which appear suspicious. Even so, the 
probable error is at least 10 per cent. and in some 
groups of tumors ‘considerably higher. This per- 
centage of error can be materially reduced by the 
examination of frozen sections turing the opera- 
tion without jeopardy to the patient. This addi- 
tional safeguard will prevent unnecessary mutila- 
tion in some instances and will obviate the dangers 
attending the operation in two steps in others, but 
it will unfortunately not completely eliminate error 
as shown by the following experience. Parker 
Syms recently reported a case in which a quiescent 
fibroadenoma of the breast had existed for quite 
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a number of years. Owing to the development of 
an adjoining mass a radical operation was done at 
once. On subsequent examination of the specimen 
the original tumor was found to be of a perfectly 
benign nature, but the one adjoining it was a small, 
typical, rapidly growing carcinoma. It was the 
surgeon’s clinical experience which led to the proper 
course, for the gross examination of the main tu- 
mor mass would have given a clear picture of a 
benign growth, and this would have been confirmed 
by a frozen section. 

Experience teaches how necessary it is to con- 
tinually remind the clinician of the importance of 
obtaining a proper piece of tissue when an excision 
for diagnosis is made and of the imperative need 
for immediate fixation of this tissue in a proper 
preservative, if a conclusive opinion is to result 
from the examination. 

Although the diagnosis of syphilis has been 
greatly benefitted by modern serology, it is sur- 
prising how frequently extensive operations are 
undertaken for the unnecessary removal of syphi- 
litic tissue. The exclusion of syphilis as a possible 
etiological factor cannot be too strongly urged. 

Recent years have seen the development of vari- 
ous laboratory procedures in serology for the 
diagnosis of malignant disease and it is hoped that 
final perfection will lead to much benefit in the 
early diagnosis of cancer. As matters stand at 
the present time, the practical value of these meth- 
ods is doubtful, and the clinician is not justified in 
supporting his opinion with these procedures, which 
have as yet none but theoretical merit. 


Petvic HERNIA. 

In selecting the operative procedure for a given 
case of pelvic hernia, we should not be prejudiced 
in favor of any one operation because it may have 
been found to be efficacious in some or even in the 
great majority of cases as they present themselves. 
If we do so we will be liable to court failure by 
employing it in cases to which it is not adapted. 
Therefore, at the outset we should ascertain which 
of the individual structures are giving way and to 
what extent. We should also ascertain, if possible, 
which structures gave way first and which are still 
capable of functionating, or whether all of the sup- 
porting structures are giving way simultaneously or 
promiscuously. In other words, what was the be- 
ginning, what is the stage, what is the course, what 
the extent and what will be the end? Such an 


orientation will help us to determine how much 
operating, as well as what particular kind, must 
be done—Henry T. Byrorp in The Chicago Med- 
ical Recorder. 


CANCER OF THE FEMALE GENITAL 
ORGANS.* 
Howarp C. Taytor, M.D., 


Professor of Clinical Gynecology, Columbia University; 
Gynecologist, Roosevelt Hospital, 


New York. 


In 1912 in the United States Registration Area 
there were 9,089 deaths recorded from cancer of 
the female genital organs, that is, probably from 
cancer of the uterus, ovaries, vagina and vulva. In 
the entire United States in the same proportion 
there would have been approximately 11,252 deaths 
from cancer of these organs. This is 25 per cent. 
of all cancer deaths in females, and 15 per cent. of 
all cancer deaths of both sexes. 

These figures for the United States correspond 
almost exactly with those of Bashford for Eng- 
land and Wales, and doubtless correctly represent 
the frequency with which cancer occurs in these 


_ organs. 


In the female genital organs individually, can- 
cer is by far most frequent in the uterus, it is 
common in the ovary, and rare on the vulva and 
even more rare in the vagina. 

Cancer of the female genital organs will be con- 
sidered under the four headings: 

1. Cancer of the vagina. 

2. Cancer of the vulva. 

3. Cancer of the ovaries. 

4. Cancer of the uterus. 

1. Cancer of the vagina—Primary carcinoma of 
the vagina is exceedingly rare. I have personally 
seen only one case. Secondary carcinoma is more 
common and in my personal experience it has oc- 
curred in three ways: 

1. By contact or implantation. 

2. By retrograde metastasis. 

3. By peritoneal transplantation. 

(1) By contact or implantation from a carcinoma 
of the cervix uteri a secondary growth may occur 
in the vagina. In these cases, there is a carcinoma- 
tous growth in the vagina separated from that in 
the cervix by an area of apparently normal vagina, 
and the explanation of the occurrence of the growth 
is that it is the result of the implantation of cancer 
cells by constant contact of the cervical growth 
with the vaginal mucous membrane. 

There is no doubt that a carcinoma of the vagina 
secondary to one in the uterus occurs as it has been 
stated. It has been doubted by some observers that 
it occurs in the manner described as it is claimed 
that cancer cells could not become implanted on 
normal mucous membrane especially if it is con- 


* Read before the N. Y. County Medical Society May 24, 1915, in 
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stantly bathed in septic discharges such as would 
be present in a case of carcinoma of the uterus. 

(2) By retrograde metastasis, a secondary 
growth in the vagina may result from a carcinoma 
of the uterus by the cancer cells being conveyed 
in a direction opposite to the normal lymphatic 
current. This may be the result of the reversal 
of the lymphatic current, or possibly by “permea- 
tion” as has been described by Handley for car- 
cinoma of the breast. A secondary growth in the 
vagina resulting from a retrograde metastasis is 
most frequently seen in deciduoma malignum. 

That a secondary growth may be the result of 
a retrograde metastasis and not of an implanta- 
tion or contact, is shown by the fact that in the 
early stage of some cases, the growth has not ul- 
cerated. A contact growth would be ulcerated from 
the start. 

(3) By peritoneal transplantation a growth may 
occur in the vagina secondary to any of the ab- 
dominal viscera. When a carcinoma of the stomach 
or of any of the other abdominal organs has ex- 
tended through the peritoneal coats, cancer celts 
or pieces of malignant tissue may be separated 
from the primary growth and be free in the peri- 
toneal cavity. By gravity, these cells or pieces of 
tissue sink to the lowest point of the peritoneal 
cavity, which in women is the cul-de-sac of Doug- 
las. They may there become implanted on the 
anterior surface of the rectum or on the posterior 
wall of the vagina. 

The appearance of a carcinoma of the vagina is 
the same whether it is a primary or a secondary 
growth. In the earliest stage, there may be a 
thickening of the tissues beneath the mucous mem- 
brane, but usually when seen it has ulcerated and 
has the characteristic hard elevated edges and 
sloughing center which are characteristic of an 
epithelioma. 

Diagnosis——Any ulceration in the vagina should 
be considered as a cancerous or a precancerous 
lesion. If a doubtful vaginal ulceration does not 
heal promptly, a piece should be removed for micro- 
scopic examination. If it proves to be benign, it 
should be watched until healed to be sure that it 
does not undergo a malignant change. If it proves 
to be malignant, proper treatment should be in- 
stituted without delay. 

A primary carcinoma of the vagina can be re- 
moved and the results are usually favorable. A 
secondary growth usually, but not always, indicates 
that the primary growth is inoperable. 

2. Carcinoma of the vulva. Though not com- 
mon, carcinoma of the vulva occurs with sufficient 
frequency to demand that if any ulceration about 


the vulva resists treatment, the possibility of a 
malignant growth should be considered. It is an 
external cancer, and with reasonable care by the 
patient and her physician, it should be recognized 
in an early stage during which its removal should 
effect a cure. 

There are three lesions of the vulva which pre- 
dispose to carcinoma. They are kraurosis, chronic 
eczema and leucoplakia. Any case in which any 
of these three conditions are present about the 
vulva should be carefully watched for the first 
sign of a malignant change. 

Carcinoma of the vulva has the typical appear- 
ance of an epithelioma and the diagnosis is usu- 
ally easy. If there is any doubt in regard to it, a 
piece of tissue should be removed for microscopic 
examination. 

The treatment is the excision of the growth to- 
gether with the inguinal glands of the affected 
side. 

Cancer of the ovaries.—Frequency—Between two 
and three per cent. of the female cancer deaths 
result from malignant disease of the ovaries. This 
is about one tenth as many deaths as are recorded 


’ from cancer of the uterus. This, however, does not 


correctly indicate the frequency of malignant dis- 
ease of the ovaries because many more of these 
cases are permanently cured than of cancer of the 
uterus. 

Early symptoms.—The early symptoms of malig- 
nant disease of the ovaries are the same as the 
early symptoms of an ovarian cyst. In the early 
stage of an ovarian cyst, there may be no symptoms 
at all, or there may be the indefinite pelvic symp- 
toms common to various pelvic lesions, such as 
pain in the lower abdomen, possibly limited to one 
side, backache, disturbance with the menstruation, 
function of the bladder or rectum, etc.—a group of 
symptoms indicating some pelvic lesion and neces- 
sitating a pelvic examination. It is by this pelvic 
examination that the diagnosis of ovarian cyst is 
made, but usually it is not possible to differentiate 
clinically between a benign and a malignant ovarian 
cyst in the early stage. In other words, the diag- 
nosis of early ovarian cyst is made by a pelvic 
examination necessitated by an indefinite group of 
symptoms. 

Treatment.—Assuming that there is no constitu- 
tional contraindication, all ovarian cysts should be 
removed as soon as possible after discovery. There 
are two reasons for this. One reason is that there 
is no clinical way to distinguish a benign from a 
malignant ovarian cyst. The other reason is that 
a benign ovarian cyst frequently changes its char- 
acter and becomes malignant. 
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Carcinoma of the Uterus. 

Frequency.—There are probably more deaths of 
females from carcinoma of the uterus than from 
cancer of any other organ. 

Carcinoma of the uterus occurs in two forms— 
carcinoma of the cervix uteri and carcinoma of the 
fundus uteri. 

Carcinoma of the cervix uteri, is the more fre- 
quent and the more malignant of the two varieties. 
It is rare in women who have had neither children 
nor miscarriages, the tendency to it is greater the 
larger the number of children a woman has had. 
There is no question that there is a direct relation- 
ship between the laceration of the cervix uteri re- 
sulting from child birth and the development of 
cervical cancer. It is probable that the erosion of 
the cervix, a lesion which is chronically inflamed 
and constantly bathed by irritating disharges, is the 
active factor in the construction of the malignant 
growth and not the scar tissue nor the repeated 
lacerations. 

Of the causation of carcinoma of the fundus 
uteri, little is definitely known. Chronic inflama- 
tion and uterine polypi are sometimes considered 
possible causes. 

Symptoms.—The diagnosis of early carcinoma of 
the cervix and of the fundus uteri cannot be made 
by subjective symptoms. There are, however, two 
symptoms common to carcinoma in either the 
fundus or the cervix of the uterus. They are the 
two symptoms which we should teach our patients 
as danger signals and which all physicians should 
consider absolute indications for a pelvic examina- 
tion. 

They are (1) any change in the menstruation and 
(2) any change in the vaginal discharge. The 
change in the menstruation may be an increase in 
the amount, frequency, or duration of the flow, or 
there may be a definite irregularity, such as “spott- 
ing” or flow in the middle of the month following 
physical irritation or without known cause. The 
change in the discharge may be the development 
of a discharge where there was none or a change in 
the amount or physical characteristics of an exist- 
ing discharge. 

A knowledge and the proper recognition of the 
importance of these two symptoms by women and 
by physicians would solve the problem of uterine 
cancer. If women knew the possible significance 
of these two symptoms and would report their 
appearance without delay to their physicians, and 
physicians would always make a pelvic examination, 
seeking counsel when necessary, the percentage of 
permanent cures following operations for cancer of 
the uterus would increase from less than five per 


cent. to 50 or 75 per cent. Usually carcinoma of 
the uterus, especially when located in the fundus, is - 
of a low grade of malignancy, and more favorable 
operative results should be obtained. More favor- 
able results, however, will be obtained by earlier and 
not by more radical operations. 

Treatment.—As a prophylactic measure, all cer- 
vical erosions or ulcerations should be cured. After 
the child bearing period has passed, this is usually 
best done by amputating the cervix. In every case 
all tissue removed should be subjected to a micro- 
scopic examination. In doubtful cases the immediate - 
examination of a frozen section should be made. 

Carcinoma of the cervix uteri with very rare 
exceptions can be diagnosed by a clinical examina- 
tion. In an occasional case, the removal of a piece 
of tissue for examination will be indicated. 

The treatment of a carcinoma of the cervix uteri 
is, of course, the removal of the uterus. In America 
this is almost universally done through the ab- 
domen. 

The treatment of a carcinoma of the fundus uteri 
must be considered for two classes of cases. (1) 
One, the positive cases, that is, the cases concern- 
ing the diagnosis of which there is no doubt, and 
(2) two, the doubtful cases, that is, for the cases 
which have a change in the menstruation or dis- 
charge and the cause of which has not been deter- 
mined. 

For the positive case, an abdominal hysterectomy 
is indicated. 

For the doubtful case, the first indication is to 
establish the diagnosis. Assuming that there is no 
condition in the vagina or cervix to cause the ir- 
regular bleeding or discharge, the cause of the 
trouble must be in the interior of the uterus. It 
may be a small fibroid, an endometritis, a polyp, or 


‘a malignant condition, but the only way by which 


this can be determined in most cases is by a 
curettage. This should be done under conditions 
that an immediate hysterectomy can be performed 
if a malignant condition is found. 

By a curettage, some cases can be definitely diag- 
nosed as carcinoma of the fundus uteri by the ap- 
pearance of the material removed and the feeling 
of the interior of the uterus. An immediate ex- 
amination of a frozen section may confirm this 
diagnosis, but as a rule the examination of a frozen 
section of curettings is unsatisfactory. 

In some cases by the removal of a fibroid or a 
polyp or a hypertrophied endometrium, the pos- 
sibility of a malignant condition is positively re- 
moved by the microscopic examination of the tissue 
removed and by the cure of the discharge and bleed- 


ing. 
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Unfortunately there is another class of cases in 
. which the diagnosis is left in doubt, either by the 
inability of the pathologist to make a positive diag- 
nosis, or by the continuance of the symptoms after 
the curettage. These cases are the most difficult to 
treat. They require careful watching, possibly a 
second curettage and sometimes an hysterectomy. 


Conclusions. 

(1) If any ulceration of the vulva or vagina 

does not heal promptly, a piece should be removed 
_ for microscopic examination. 

(2) It is-impossible clinically to diagnose a ma- 
lignant from a benign ovarian cyst in the early 
stages, therefore, if there are no constitutional con- 
traindications all ovarian cysts should be removed 
as soon as diagnosed. é 

(3) Any change in the menstruation or the 
vaginal discharge must be considered suspicious 
symptoms, demanding an examination and such ad- 
ditional investigation to establish the diagnosis or 
to’ ‘positively exclude a malignant condition. 


TREATMENT OF MALIGNANT TUMOR GROWTHS BY 
RapIuM. 

‘The closer the radium to the object the greater 
the effect of the rays. As the rays shoot out in 
every direction from the center the ideal course 
of treatment would be to have the radium as 
nearly as possible in the middle of the tumor. 
Therefore a malignant growth in one of the nor- 
mal tubes of the body and within reach of radium 
application—as for instance, in the esophagus, or 
the rectum—is theoretically much more susceptible 
to treatment, especially if the malignant growth 
surrounds the canal, than where the neoplasm can 
be radiated from one surface only. If there is a 
sinus running to or through the tumor, or if it is 
in a location where it can be pierced to accom- 
modate the insertion of the radium, satisfactory 
treatment can also be carried on. When neither 
of these methods is possible, we have to resort to 
what is called cross-raying or cross-firing. In this 
means of treatment we divide the radium into cap- 
sules and place it on the opposite sides of the 
growth, protecting the skin from the burning rays 
as much as possible by means of screens of dif- 
ferent thickness. All these details are matters of 
technic and depend upon the individual patient and 
the disease as well as upon the experience of the 
operator and upon his personal equation 
BISSELL in Radium. 


CANCER SURGERY.* 
Cuar_es L. Gipson, M.D., 


Attending Surgeon, New York Hospital; Consulting Sur- 
geon, St. Luke’s and General Memorial Hospitals, 


New York. 


If it is true that a large proportion, probably the 
majority, of cancers are, at their incidence, and for 
some time purely localized, then a considerable pro- 
portion of cancers should be curable; that is, by 
early and radical removal. What is the curability 
of cancer as seen in every-day practice? Are the 
cures obtained in any pay proportionate to this pre- 
sumptive curability? It must be conceded that a cer- 
tain proportion of cancers are so virulent, so rapid 
in their development, that there never is a time 
when they can be seized and treated as a purely 
local condition except by some happy chance; i.e., 
the removal of the supposedly benign growth. Cer- 
tain carcinomata, such as cancer of the pancreas, 
are, of course, evidently non-attackable by surgical 
methods. It is my belief that notwithstanding the 
great amount of attention devoted to the study of 
cancer and the improvement of diagnostic methods, 
especially in greater recourse to microscopic inves- 
tigation, and notwithstanding the extraordinary de- 
velopment of operative technic resulting in the suc- 
cessful performance of formidable operations, very 
few patients are ever cured of a deep-seated can- 
cer. It is conceded that occasionally individual 
operators are able to report an unusual series of 
successful cases or apparent cures. It is also con- 
ceded that many of the non-operative methods, 
such as #-ray and radium treatment, do have an in- 
fluence on some forms of cancer, but it is not con- 
ceded that to-day these methods can be classed as 
curative. 

Wherein lies the difficulty? It is generally com- 
plained, and rightly, by surgeons that patients come 
to operation too late; that is, the natural reluctance 
of the individual to undergo operative measures is 
held responsible. My belief is that that is consider- 
ing the matter from the wrong end. I believe that 
the responsibility lies to a very great extent with 
us, the medical profession. 

Of the cases of cancer that come to me person- 
ally, a large proportion are obviously hopelessly in- 
curable and no operation, except occasionally pal- 
liative procedures of doubtful expediency, is pos- 
sible; and even of those submitted to operation 
very few have reasonable expectancy of cure. We 
operate on many of these patients simply to give 
them what chance there is, as we know that occa- 


*Read before -the N. Y. County Medical. Society, May 24, 1915, 
in co-operation with the American Society for the Control of 
Cancer. - 
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sionally a seemingly hopeless case can be and is 
cured by a radical operation. An analysis of my 
recent cases of cancer reflects, I think, pretty ac- 
curately the present day situation, certainly in New 
York City. If the deplorable conditions shown by 
this analysis exist in a large city where good insti- 
tutions and methods, special knowledge and skill 
are available, what can it be in the less favored com- 
munities ? 

Since February, 1913, there have been admitted 
to my service at the New York Hospital 110 cases 
of cancer. This list includes a small number of 
private patients, the bulk being made up of the class 
of cases predominant in the hospitals of New York 
City; that is, drawn largely from a floating popu- 
lation, many of them recent immigrants. Only 
cases confirmed by the microscopic examination ob- 
tained by removal of the tumor or a fragment of the 
growth in inoperable cases or in cases so hopelessly 
obvious, e.g., cancer of the liver with jaundice and 
ascites, are included. These cases have been divided 
into three classes: 


1. Reasonable expectancy of cure. 

2. Doubtful. 

3. No probability of cure. 

Under “Reasonable expectancy of cure” I have 
classified, for instance, small early carcinoma of 
the breast without involvement, on microscopic ex- 
amination, of the axillary nodes; per contra, can- 
cer of the breast with a demonstrated involvement 
of the axillary nodes can be classified as reasonably 
certain to die. The number of cases of reasonable 
expectancy of cure is 11, including some very mild 
conditions such as early epithelioma of the lip; 
the doubtful cases are limited to 6; but the third 
category, cases presenting no reasonable hope of 
cure by operation, numbers 93; that is, 84.5% of 
all cases admitted to my service at the New York 
Hospital in that time have practically little or no 
chance for cure even if submitted to operation. 
We have notes of the after condition or results in 
91 patients, and of this number we know that 50 
cases or 45.4% are already dead. Of the cases ad- 
mitted in 1913 (40 cases) 27 or 67.5% are known to 
be dead; of the cases admitted in 1914 (54 cases) 
19 or 35% are known to be dead; of the cases ad- 
mitted in 1915 (16 cases) 4 or 25% are dead. 

In the last twenty-eight consecutive cases efforts 
have been made to obtain details of the advice or 
opinion received by these patients from the first doc- 
tor consulted. This investigation shows conclu- 


sively that in surely 5034 of the cases these patients, 


although often complaining of very significant 
symptoms, received no advice or treatment based 


‘on recognition or possibly even suspicion of their 
condition. For example: 
(@), ADENO-CARCINOMA OF RECTUM. 

-Ten years ago patient had hemorrhoids. Treated 
with cold packs and.camphor vaseline. One year 
ago, recurrence of hemorrhoids which again yielded 
to same treatment. Four weeks ago became very 
much constipated. Castor oil and enema failed to 
produce normal result. . Called in physician, who 
prescribed diet of milk, barley water and eggs with 
-small amount of bread. Patient has been on diet 
since then. 


(b) CARCINOMA OF BLADDER. 

Two years ago blood in urine. When patient 
first noticed blood he consulted a doctor. Urine ex- 
amined and patient told he had albumen. Treated 
with pills. No diagnosis made. Instructed to limit 
his drinking to two glasses of beer. Pills were 
taken daily for a whole year. A year ago patient 
consulted another doctor, who likewise examined his 
urine. Under care of this doctor for six months. 
Treated for kidney condition. Medicine given 
chiefly. 

(c) EPITHELIOMA OF TONGUE. 

Six weeks ago patient first noticed swelling at 
base of tongue. First physician consulted gave him 
a wash for his mouth and told him he had an 
abscess. He also made a blood test and told him 
it was negative. 

(d) ADENO-CARCINOMA OF INTESTINES. 

Two months ago patient first consulted a doc- 
tor, who told him he had tuberculosis of the glands. 
Two weeks later he consulted another doctor, who 
told him that he had a carcinoma. 


(@) CARCINOMA OF THE STOMACH. 


Patient first consulted a physician about a year 
ago for gastric condition. Patient was told he had 
gastric indigestion and anemia. Medicine was 
given, which relieved the belching of gas. Two 
weeks and four months later patient visited the 
same physician and was advised to take pepsin in 
milk and peptonized milk for his gastric condition. 
Iron was given for anemia. Four months ago pa- 
tient again visited same physician and received a 
“tonic” and iron and arsenic, which he took in milk 
after meals. Two weeks before admission patient 
again saw physician and was advised to increase the 
doses of iron. Three weeks before admission 
physician had gastric contents analyzed and told 
patient hé had hyperhypochlorhydria. 


(f) EPITHELIOMA OF TONGUE. 
First doctor consulted treated patient for rheu- 


376 AMERICAN 


JourNnAL OF SuRGERY. 


G1IBSON—CANCER SURGERY. 


Ocroper, 1915. 


matism. He next went to a dentist and had some 
teeth pulled out. 

The deplorable percentage of hopeless cases 
coupled with the investigation of the kind of advice 
given many of these unfortunates justifies me, I 
believe, in accusing our profession as responsible 
for a large proportion, perhaps the majority, of lost 
opportunities successfully to treat probably curable 
conditions. When I say “our profession” I use this 
term in a very wide sense. It may be objected that 
the class of patients in our wards is unfortunate in 
not having access to the highest class of talent. 
Most unfortunately, the advice and treatment given 
to these patients by an ignorant or irresponsible 
type of practitioner is frequently given to persons 
whose means, intelligence, and environment lead 
them back to seek the advice of the unquestioned 
leaders of the profession. Precisely the same kind 
of advice as received by my unfortunate ward pa- 
tients has been given and is being given to-day by 
men who have held the highest honors obtainable 
in the medical profession in America. It is being 


seems desirable that we should initiate and carry on 
this reform spontaneously rather than for it to be 
forced upon us by a revolt of the laity. I call your 
attention to what has happened in the reform of 
the medical schools and medical teaching in this 
country. The profession as a whole was well aware 
of the existence of many undesirable institutions 
and of their methods. We often talked of what 
should be done; but the present day improvement 
in medical teaching, and a very real improvement it 
is, had its origin in lay work which knocked off 
the lid which we hardly dared tilt and the dreadful 
mess was uncovered. Let us have lay co-operation, 
but if we elect to have it forced upon us, we shall 
find our usefulness, not to say prestige, subordi- 
nated. 

You are justified in asking me to outline definitely 
how I propose to inaugurate and carry out such a 
revolution. We should study and keep ever in 
mind such statistics as are furnished by Mr. Hoff- 
man of the American Society for the Control of 
Cancer and remember that a considerable propor- 


ANALYSIS OF CANCER CASES. 
From February, 1913. 


No Prob- Reasonable 


No. of ability Expectancy Qpera- Inoper- 
Diagnosis. Cases. of Cure. of Cure. Doubtful. tions. able. Deaths. 
12 12 Ks 10 2 4 
tongue 10 8 2 6 4 1 
110 93 11 6 85 22 0 


Notes:—1 case ‘of carcinoma of the sigmoid refused operation. 


1 case of carcinoma of the stomach refused operaticn. 1 case 


of carcinoma of the bladder was to return for operation; never returned. 


given by men holding high rank as teachers and sci- 
entists. It is being given by men to whom you have 
listened with attention and admiration in this very 
hall—and unfortunately, the same kind of advice 
that is ordinarily considered to be the province of 
an irregular practitioner and charlatan is being 
given by men whose lives and actions might readily 
serve as Ian Maclaren’s model of Dr. McClure; and 
notwithstanding the active propaganda made for the 
dissemination of knowledge I cannot see that we 
are making any appreciable headway towards a new 
order of things. 

It seems to me that the remedy lies in an adop- 
tion of methods that are verily revolutionary. The 
revolution must start with our profession and it 


tion of human beings of middle or mature life suf- 
fers and is destined to die from cancer. We must 
bear in mind the frequency of cancer in certain or- 
gans, such as the breast, utertis, and stomach. The 
profession must realize that the cancer question is 
to-day the big problem and the most serious of all 
unsettled questions—that so far we have made lit- 
tle or no headway against it. That success can only 
be hoped for in the adoption of new and more radi- 
cal methods. 

The practical application of these principles will 
be three fold: 

1. Recognition and cure of pre-cancerous condi- 
tions. 

2. Throwing overboard all classical diagnostic 
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formulae, e.g., cancer of the stomach recognized 
by great emaciation, pyloric obstruction, palpable 
tumor, and cachexia. These are terminal symptoms 
and consequently useless. 

3. The recognition that many conditions cannot 
be diagnosticated in the curable stage with any fre- 
quency save by unusual methods. These pro- 
cedures, such as exploratory laparotomy, should 
hereafter not be classed as extraordinary but as 
legitimate measures of prudent anticipation. 

To none of us is given the faculty of making dif- 


ficult diagnoses in all cases; but all of us can and: 


should exhaust the ordinary means of investigation. 
Women showing abnormal bleeding should not be 
told without examination that the menopause is at 
fault. The patient with cancer of the rectum should 
not be given a foolish ointment for the bleeding 
piles which have not even a presumptive existence. 
No woman at any time should ever be told that a 
lump in the breast is “nothing.” Even if we did 
nothing more than carry out conscientiously such 
suggestions, we should be making considerable head- 
way, as most mistakes arise from carelessness rather 
than from ignorance. 

I can best summarize by saying that we ought, 
every one of us, to be on the alert for possible can- 
cer in its curable stage, and exhaust every possible 
effort that lies within our resources and intelligence. 


BLADDER CANCER: 

The first token of bladder cancer is hematuria, 
and particularly significant of malignancy in a mid- 
die-aged person is a suddenly appearing sharp hem- 
orrhage, of a total character, with quite likely ab- 
sence of bladder pain, and continuing several days 
without abatement in spite of treatment, and then 
creasing just as abruptly as it began. Finally 
after a period of varying length, pain—not tenes- 
mus—becomes a factor. The initial char- 
acteristics of bladder carcinomata may continue 
without marked change for as long as two years 
or even longer, when infection becomes a super- 
added element, and then the patient’s distress grows 
apace. Up to this time, frequency may not be an 
urgent symptom, but naturally with the onset of a 
cystitis, it becomes more and more so. 
Hematuria, the first symptom of vesical carcinoma, 
continues for a time, then as suddenly ceases. After 
a period of either weeks or months it begins again. 
Again it ceases—but usually this attack.has lasted 
longer. Henceforth the hematuria recurs at shorter 
intervals, lasts longer until finally it becomes con- 
tinuous, at which time the patient’s end is within 
measurable -distance—CLARENCE MartIN, in The 
Urologic and Cutaneous Review. 


THE GENERAL PRACTITIONER’S RESPON- 
SIBILITY IN THE EARLY DIAGNOSIS 
OF CANCER.* 

Morris Mances, M.D., 


Professor of Clinical Medicine, University and Bellevue 
Hospital Medical College; Visiting. Physician, 
Mount Sinai Hospital, 


New York. 


About fifteen years ago Weir Mitchell delivered 
an address on “Precision in the treatment of chronic 
nervous diseases.” His opening sentence was a very 
striking one: “In the consideration of medical 
problems there are three ‘gnoses,”,’ the prognosis, 
the diagnosis, and the agnosis, especially the latter.” 
I believe I can choose no better text than this for 
my consideration of the general practitioner’s re- 
sponsibility in the early diagnosis of cancer. 

The prognosis of any case of cancer depends 
largely upon the stage in which it has been recog- 
nized. It is absolutely a local process in the early 
stages. The sooner its real nature is recognized, 
or strongly suspected, the better it is for the pa- 


tient, provided the surgeons aid is promptly in- 


voked. Expressed mathematically, the prognosis is 
inversely as the length of time before the operation. 
The surgeon’s knife is still the only cure in a vast 
majority of cases, and the earlier this is resorted 
to, the better the outlook. But, even late cpera- 
tions are of value. Thus, late operations, especially 
on the large intestine, may have wonderful results. 
Among such late operations I would refer especially 
to a man, fifty-one years of age, who came under 
my care in 1894. He had a large stenosing adeno- 
carcinoma of the transverse colon. Dr. Lilienthal 
excised four inches of the transverse colon and a 
large wedge of the mesocolon which contained a 
large number of small metastatic nodules. The 
stenosis was so great that the lumen of the gut ad- 
mitted only a lead pencil. Mr. Mandelbaum pro- 
nounced it to be a cylindrical celled adeno-car- 
cinoma. A radical cure was effected in spite of 
the fact that there were enlarged glands in the 
mesentery. He remained entirely well until one 
year ago (namely, twenty years, when another 
adeno-carcinoma developed low down in the sig- 
moid. This was also operated upon by Dr. Lilien- 
thal. At last report he is still well. 

Furthermore, good results may follow late opera- 
tions in spite of very bad prognoses given by path- 
ologists. In 1908 Dr. Lilienthal operated upon a 
patient of mine, a man, forty-eight years of age, 
in whom I had made a diagnosis of malignant dis- 


*Read before the N. Y. County Medical Society, May 24, 1915 
» co-operation with the American Society for the Control o 
ancer. 
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ease in a dislocated testicle. The growth had been 
very rapid. Three eminent pathologists (Welch, 
Mandelbaum and Ewing) agreed in pronouncing it 
a very malignant infiltrating sarcoma. Yet, in spite 
of this, the patient has been well for seven years, 
and when last seen by me several weeks ago, there 
was not the slightest evidence of any recurrence 
anywhere. Finally, what seem to be late operations 
may yield the not infrequent agreeable surprise that 
the growth is of inflammatory origin or a gumma. 

Secondly, the diagnosis. As regards the early 
diagnosis, the situation is by no means satisfactory. 
What is meant by an early diagnosis? Boas is right 
in stating that this is often a misnomer. An early 
diagnosis ian be called such only if an early opera- 
tion is thereby rendered possible. Theoretically 
considered, if this were possible, one should be able 
to recognize cancer in its earliest stages. But, 
when is this early stage? When the disease has be- 
come manifest only a very short time? Or, when 
a small palpable tumor has appeared, or even be- 
fore this? Or, in the case of the stomach, before 
there is any disturbance of the motility, or wher. 
the chemism of the stomach is still intact? Or, 
finally, before there are any general symptoms? 

How difficult this problem is may be judged from 
the statement of von Hansemann that 23 per cent. 
of carcinomata are discovered only at autopsy. 
Really early diagnoses will always be difficult on 
account of the peculiarity of many cases to remain 
latent for a long time; in other instances the dis- 
ease is very malignant from the onset, so that when 
they are discovered, a large area has already become 
involved. 

Nevertheless, there is a large group of cases in 
which relatively early diagnoses—diagnoses which 
will permit radical curse—can be made, if the gen- 
eral practitioner will only think of the possibility 
of cancer; if he will not wait for the development 
of general symptoms, which are always late mani- 
festations; and if he will give proper attention to 
the local symptoms and will appraise them at their 
proper worth. If these local symptoms fail to 
yield to ordinary treatment in a very short time, 
this should always arouse suspicion in a patient 
over forty years of age. No time should be lost 
in palliative treatment. A diagnosis with the aid 
of our modern methods should be made. 

There are as yet no specific rules for early diag- 
nosis. It is just here where the general practitioner 
is placed in a sad plight. He is bewildered by the 
host of new methods, all of which claim to be 
specific, yet all of which have failed to stand the 
test of experience. As a result he loses confidence 


in all of them, and distrusts everything, even the 
older methods.” 

These have been unduly neglected by many prac- 
titioners. I feel sure that if these older methods 
are properly used in connection with carefully taken 
histories, carefully studied symptoms, ‘and if these 
are checked off by x-ray examinations, relatively 
early diagnoses can be made in a large number of 
cases. The suspicion of cancer will have been 
aroused early enough to enable one to recommend 
_the all-important exploratory operation to settle the 
question. 

No reliance should be placed on any one method 
—all are valuable. To depend on one procedure 
alone is dangerous. Especially dangerous is it to 
rely solely on x-ray results. Just as often as they 
shed light on the diagnosis, they equally often lead 
one astray. X-ray examinations should always be 
corroborated by some of the clinical findings. I re- 
fer especially to negative x-ray findings, for in my 
experience mistakes have been most frequent in 
such cases. A recent experince may be cited: 

A man, fifty years of age, entered Mt. Sinai Hos- 
pital, with a six months’ history of gastric discom- 
fort after meals there was loss of weight and a 
moderate anemia. Otherwise, there were no symp- 
toms of any kind. Several examinations showed 
occult blood and the absence of free hydrochloric 
acid. Palpation of the abdomen was absolutely 
negative. After a careful x-ray examination the re- 
port was made that the stomach was normal. In 
spite of this negative report, I felt convinced that 
the man had malignant disease and advised an ex- 
ploratory operation in the hope of finding an early 
form of the disease. The laparotomy showed an 
inoperable carcinoma on the lesser curvature of the 
stomach. 

This is by no means an exceptional experience. 
I believe that at the present time too much stress 
is laid upon x-ray findings. They should be rele- 
gated to their proper place, namely, they are only 
part of the examination. Where the «x-ray findings 
agree with the results of the old clinical methods 
an invincible diagnosis has been made. But where 
they fail to substantiate the clinical findings, an ex- 
ploratory operation should be insisted upon to clear 
up the discrepancy. 

After all is said and done, the exploratory opera- 
tion remains as the only crucial diagnostic and the 
only therapeutic measure. If the diagnosis has been 
made, it is the only means of cure; if the diagnosis 
has not been established, it is the only means to set- 
tle the doubt, and at the same time, it may render 
a radical cure possible, if cancer is the cause of 
the symptoms. The risks of exploratory operations 
to-day are less than two per cent.; they are in- 
finitely less than those of the disease itself. The 
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rapidly improving statistics of the large clinics, like 
those of the Mayos and others, attest the correct- 
ness of these views. It may be accepted as a safe 
rule that when in doubt about symptoms in pa- 
tients at the cancer age: Don’t wait, explore! When 
we are sure of the diagnosis, we are also sure of 
the inevitable result if nothing is done. The gen- 
eral practitioner will have done his duty when he 
has strongly suspected the existence of a cancer in 
a given case; the exact diagnosis should be relegated 
to the surgeon and the pathologist. 

And finally, we come to the agnosis, the most im- 
portant of them all, as Weir Mitchell has said. I 
do not refer to the agnosis or the ignorance of can- 
cer in general. Time will remedy that. The inten- 
sive investigations which are being conducted all 
over the world must yield a rich harvest. There is 
a different agnosis or ignorance which concerns us 
now. I refer to the ignorance of too many general 
practitioners who fail to give their patients their 
due, namely, intelligent care. I will admit that the 
conditions under which many general practitioners 
work are far from ideal, and if we were placed as 
they are, we might possibly follow in their foot- 
steps. The fault is not altogether that of the physi- 
cian, for a large share must be placed at the door 
of the patients, who can not or will not understand 
the careful physician in his endeavors to establish 
a diagnosis. They are not sufficiently loyal to stick 


to one physician, or to follow his advice, or to give’ 


him sufficient time to study their symptoms. They 
care not for the diagnosis; they only want relief 
from their symptoms. It is to be sincerely hoped 
that the campaign of education which is being vig- 
orously waged will in time enlighten the people as 
to the need of intelligent co-operation. But this 
is only an explanation, not an excuse. There are 
still too many physicians whose only aim is to pal- 
liate symptoms and not to make a diagnosis. They 
fail to obtain proper histories; they do not examine 
their patients sufficiently ; they allow palpable diag- 
noses to escape them. They permit the golden time 
for radical operations to slip by, since by their pro- 
crastination they convert operable cases into inoper- 
able ones, so that when operations are finally per- 
formed they are palliative and not radical. It is here 
where the great reduction in cancer mortality is to 
be immediately obtained. Of what avail is it that 
the large clinics report increasingly better statistics 
of their operative results? They, after all, repre- 
sent only a small proportion of the cases. It is the 
great field of patients who come under the care of 
the general practitioner which we must strive to 
reach. If the general practitioners can be awakened 
to their duty in suspecting the existence of cancer 
by the intelligent study of their patients, then an 


enormous stride will have been made in the early 
diagnosis and cure of cancer. 

We cannot lessen the number of cases of cancer 
as we can reduce the frequency of typhoid fever, 
tuberculosis, etc., by improved hygiene save in a 
small percentage of the occupational cancers. 
Hence, our only hope in reducing the cancer mor- 
tality is by this campaign of education of both pa- 
tients and physicians. 


Tue Dracnosis oF GastRIC CANCERS. 

(1) Never diagnose cancer on a single symptom. 

(2) Suspect cancer in everyone who complains of 
gastric disturbance and prove otherwise. 

(3) Do not exclude cancer because of absence of 
tumor. 

(4) Do not exclude cancer because of absence of 
vomiting. 

(5) Do not exclude cancer because of absence of 
pain. 

(6) Do not exclude cancer because of absence of 
anorexia. 

(7) Do not exclude cancer because of absence of 
lactic acid bacilli or lactic acid. 

(8) Do not exclude cancer because of early age. 

(9) Do not exclude cancer because of normal or 
increased HCl. 

(10) Remember that blood in the stomach or 
stool is the most important symptom in the diag- 
nosis of gastric cancer. 

(11) Hold suspect of cancer all cases that con- 
tinue to show blood in the stomach or stool after 
proper treatment. 

(12) Hold suspect all those who show gastric dis- 
orders at the cancer age whether of sudden onset, 
old standing, or preceded by ulcer symptoms. 

(13 Hold suspect those who fail to get relief 
from proper treatment. 

(14) Consider syphilis in all cases of tumor. 
The tumor may he gumma. It is well to do a Was- 
sermann reaction in all cases whether surely cancer 
or not.—JEROME Meyers in the Medical Record. 


Pott’s DISEASE. 

Undoubtedly surgical measures in Pott’s disease 
shorten the period of disability with a presumption 
of a rapid cure. But rapid cure, in the exact sense, 
cannot be obtained by any method of treatment in 
tuberculous spine disease. In comparison to con- 
servative methods, bone transplantation followed 
by protective treatment shortens the duration of 
tuberculous spine disease many months.’ The early 
relief afforded patients from discomfort and pain 
following the operation is striking-——-CHartes M. 
Jacors in The J. A. M. A. 
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A NOTE ON THE EMPLOYMENT OF THE 
TRANSVERSE FASCIA IMBRICATING 
OPERATION FOR POST-OPER- 
ATIVE VENTRAL HER- 

NIA. 

Davip W. Tovey, M.D., 


Adjunct Professor of Gynecology, N. Y. Polyclinic 
Medical School and Hospital. 


New York. 


The poor results following operations for post- 
operative ventral hernia by the Blake overlapping 
method with vertical incision, the good results in 
umbilical hernioplasty with the transverse incision 


Fie. |. 


\> q 


Fig. 1. A transverse incision is made at the level of the cen- 
ter of the hernial protusion, from outside one semilunar line across, 
to beyond the other semilunar line. This incision is made directly 
over the center of the ring and extends through the sheath of the 
rectus, splitting the oblique muscles at the sides. The hernial sack 
is seen protuding between the rectii muscles. 
by the methods of Mayo and Kelly, and the absence 
of hernia following laparotomy by transverse in- 
cisions, have led me to applying the method of 
Kelly to the surgery of post-operative ventral her- 
nia. 

The Mayo operation for umbilical hernia is well 
known and need not here be described. Kelly uses 
the same incision, extending it over the semilunar 
lines into the oblique muscles. 

The same operation, slightly modified, may be 
used, also for hernia in the semilunar line or 
through the rectus. Make an incision, starting at 
the median line, transversely outward over the cen- 
ter of the sac, into the fascia of the oblique mus- 
cles, the outer part of the incision curving slightly 
upward to follow the line of the fibers. 

Dissect up the outer sheath of the rectus and the 
fascia of the oblique muscles above and below for 


Fig. 2. Shows peritoneal cavity opening, sack removed, rectus 
sheath dissected free, and on one side the mattrass sutures 
applied. 


A. Rectus fascia turned up. 
B. Rectus fascia turned down. 
C. Mattrass sutures. 


Fis. 2 


\ 
\ 


Fig. 3. Shows all mattrass sutures tied and the lower edge of 
the upper flap sutured down to the lower flap with chromic catgut. 


A.A. Mattrass sutures. 


Fig. 4. Incision starts at median line, is carried over center 
of Seale, the outer end is curved upward in line of fibres of 
oblique muscles. 
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2 or 3c. m. By starting the separation over the 
rectus the sac is more easily separated. This struc- 
ture is now opened, the hernial contents are re- 
turned and the excess of sac is cut away, and the 
peritoneum is closed. 


Rectus sheath and fascia of oblique muscles retracted. 


Fig. 5. i 
Sack exposed. 


The lower flap of aponeurosis is hauled up under 
the upper and fastened with three or four mattrass 
sutures of chromicized catgut. The lower border 
of the upper flap is sewed on top of the lower flap 
with running suture of chromic gut. 


Fig. 6. Mattrass sutures tied and lower edge of upper flap 
sutured down to the lower flap with chromic gut. 


The skin and fat are closed with catgut after 
cutting away the thin skin that covered the sac. 


I believe this form of closure to be the most ef- 
fectual yet devised. It introduces the Kelly prin- 
ciple of the strong drawing of the fascia upwards, 
starting well out on the sides, thus aiding the over- 
lapping of the tissues at the hernial opening. 

The steps of this operation are well shown in 
figures 1 to 6. 

It is sometimes advisable to jack-knife the pa- 


Fig. 7. 


A. Ileum separated from its mesentery. 
Ileo colic loop. 
Ileo colic artery. 
D. Colica dextra. 
E.  Colica media. 
F. Vasa intestinal tenuis. 


tient, by placing a pillow under the knees, to re- 
lieve tension on the wound. 

The results in eight operations, of which the last 
was done a year ago, have been perfect. 

I have combined the procedure in a number of 
instances with resection of a large area of fat from 
the abdominal wall (lipectomy) as Kelly does with 
umbilical hernia. 


220 West NINETY-EIGHTH STREET. 


. FRAcTURE SPECIALISTS. 

I believe that the movement toward specialization 
in surgery is an inevitable and normal movement. 
Surgery to-day is too large a. field for one indi- 
vidual to master successfully. The solution of the 
present inadequate handling of the fracture prob- 
lem is in my opinion the gradual development in 
each community of men particularly fitted and in- 
terested in the treatment of fractures to whom 
large part of such work will be willingly delegated. 
These men should be general surgeons.—CHARLES 
L. Scupper in The Ohio State Medical Journal. 
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AN APPENDIX FORCEPS. 
Josepu E. Futp, M.D., 
New York. 


Any instrument that will lessen the danger of 
infection and facilitate an operation, especially in 
laparotomies, may justly be regarded as worth 
while using. 

The instrument here presented is a pair of for- 
ceps so modelled as to assist the surgeon in deliv- 


ering an appendix, no matter how badly diseased, 
without crushing it. 

The jaws of the forceps, as shown in the accom- 
panying illustration are so shaped that they easily 
encircle the viscus without producing any pressure 
on it and grasp the mesappendix upon which trac- 
tion can be made, to make it more accessible. 

Of no less importance is the ease and safety 
with which the operator is enabled to deliver a dis- 
eased Fallopian tube. 


PAPILLARY BLADDER TUMORS. 

Here are two practical points that are quite trust- 
worthy: the thicker the pedicle and the broader its 
point of attachment, the more likely is the growth 
to be not only clinically malignant, but histologically 
as well. And also the delicate, waving, fringe-like 
villi of benign papillomata are in marked contrast 
to the closely cropped, stunted villi of the papillary 
variety of cancer. Where a zone of brawniness is 
discernible at the point of attachment the growth 
is undoubtedly cancerous——CLARENCE MartTIN, in 
The Urologic and Cutaneous Review. 


Gastric ULCER AND HEMORRHAGE. 

Hematemesis is of more frequent incidence than 
melena, wholly irrespective of the place occupied 
in the stomach wall by the peptic ulcer. It is inter- 
esting to observe, however, that melena only may 
occur with ulcers located on the lesser curve or 
pars media. In general, however, melena alone 
means that the ulcer is situated well toward the py- 
lorus. On the other hand, hematemesis alone may 
occur with an ulcer located in any position —FRANK 
SMITHIES, in /nterstate Medical Journal. 


BLoopLEss DESTRUCTION OF SURFACE CANCERS. 

In cataphoresis some of the objections of the 
knife are overcome, but it is more or less a blind 
operation; this is its chief drawback. The electric 
current is a two-edged sword, and in inexpert hands 
may do more harm than: good. The zinc-mercury 
needles require great care and judgment in their 
use; the anatomy of the part must be understood 
that no harm be done vessels or nerves, and the 
strength of the current must be accurately regu- 
lated. In the hands of one expert in this line of 
treatment brilliant results are often seen; the cur- 
rent absolutely seals the tissues against the spread 
of the disease, while at the same time the virulence 
of the growth is destroyed. In superficial growths 
this method is nearly ideal, but in major operations 
the most careful manipulation is essential. One 
drawback is the extensive wound left to granulate 
and the (at times) extensive scar when the wound 
finally closes. 

But there are patients who absolutely refuse the 
knife. Shall these be left to perish? Often they 
will accept electricity (zinc-mercury cataphoresis ) 
or some other method less horrible to their mind 
than the knife. Much good can be accomplished, 
and in advanced cases the disease can be held in 
check and life prolonged as well as rendered bear- 
able. X-ray, radium, and carbonic acid snow have 
had a long list of successes, and have a distinct and 
broad field of malignancy. Skill and judgment are 
necessary in their use, and their limitations are be- 
coming more definitely ascertained—CuRISTIAN 
LONGENECKER, in the Pennsylvania Medical Jour- 
nal. 


PRECANCEROUS BREAST CHANGES. 

I am convinced that every carcinoma of the breast 
takes origin from a nidus of altered fibro-epithelial 
tissue, that there is an interval of time, sometimes 
weeks, often years, between the development of the 
primary benign lesion and its malignant transforma- 
tion. In this interval, or in the very early stages of 
the malignant process, the stage when the cancer is 
not demonstrable clinically and often only in micro- 
scopic sections, in other words, when the disease is 
a purely local one, operation will cure, not the occa- 
sional case, but every case—JoHN B. DEAvER, in 
the Pennsylvania Medical Journal. 


Acidosis, from starvation or post-anesthetic, 
causes vomiting, and prolonged vomiting, by star- 
vation, causes acidosis. With this association— 
acidosis and vomiting—it is important, and usually 
not difficult, to determine which is the cause and 
which the effect. 
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BLOOD TRANSFUSION STILL FURTHER 
SIMPLIFIED. 


In a previous editorial (the JouRNAL, April, 
1915) we called attention to the advantages of 
a simplified method of transfusion by the use of 
citrated blood, as developed and _ successfully 
used by Richard Lewisohn of New York. We 
believe that our readers will be much interested 
in the article in this issue in which he describes 
another very simple and practical method of 
blood transfusion. In this method he merely 
withdraws the blood from the donor’s vein 
(throveh canula and rubber tube) with a small 
syringe and promptly injects it therefrom into 
the recipient’s vein, repeating the procedure with 
the same syringe as often as necessary until the 
desired amount of blood is transferred. This 
is certainly a great advance in simplicity over 
the Lindeman procedure, which requires a mul- 
tiplicity of syringes, experienced assistants and 
much manipulation of the instruments. 

The method here briefly noted by Lewisohn is, 
basically, the same as, and, indeed, it grew out 
of, that of Unger and that of Kush, in both of 
which, also, only one syringe for the blood is 
needed. It differs from them in that it obviates 
a special apparatus for shunting the blood cur- 
rent, manually (Unger) or automatically (Kush). 
Of all the transfusion methods thus far described 
this, the latest, is the most easily employed in 
any community since it requires, of surgical ap- 


paratus, only a small (20 c.cm.) piston syringe 
and two canulae or large needles—a simple 
enough armamentarium to make transfusion ap- 
plicable in almost any environment. 

The method seems bold in its very simplicity. 
It is, indeed, almost harking back to the crude 
attempts of earlier generations; it does, appar- 
ently without danger, the very thing that it was 
thought impossible, for so simple a procedure 
to accomplish successfully; it carries us away 
from the much more complicated vessel-anas- 
tomosing and other devices that have been elab- 
orated to avoid the dangers supposed to lurk in 
this crude, but now successful, mere aspiration 
and injection of blood, from vein into vein. And 
there was, indeed, a very real obstacle to, if not 
great danger in, this procedure, that lay in the 
clotting of the blood—an obstacle now quite over- 
come, it would seem, by Elsberg’s little trick of 
continuously chilling the syringe with an ether 
spray from an ordinary hand atomizer! 

This chilling of the syringe barrel is the es- 


‘sential factor that converts the impossible into 


the easily possible. It probably operates by pre- 
venting heat-expansion of the piston and, more 
especially, by reducing the viscosity of the blood 
and retarding coagulation. 

This is, however, largely speculation. We must 
look to physical experiments to determine defi- 
nitely how the chilling of the syringe makes pos- 
sible the continuous play of the piston on the 
blood column. These experiments may well lead 
to other information that can be made use of 
in transfusion. 

Whatever the way by which it is prevented, 
clotting is not seen in the transfer of blood with 
the single ether-chilled syringe; nor, apparently, 
does the slight reduction of the blood tempera- 
ture do any harm. While no clot is seen, we must 
assume, however, that in this method, in the 
Lindeman method, and in the vessel-anastomos- 
ing procedures, small clots must, sometimes, find 
their way into the recipient’s circulation. 

This must happen, also, over and over again, 
as the result of traumata and of surgical opera- 
tions. It is interesting to speculate on the im- 
mediate and the ultimate fate of small, aseptic 
clots in the venous and in the arterial systems. 
In the venous circulation how large must a clot 
be to cause damage? Are small aseptic clots 
always innocent when lodged in the lung or, per- 
chance, under a heart valve? 

Observations of syringe transfusions and of 
infusions have also demonstrated that even large 
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air bubbles passing into the veins do no harm— 
observations that remove much of our fear of 
the dreaded “air embolus.” But are small air em- 
boli always inocuous? Are large ones always 
dangerous? 

In the fascinating study of blood transfusion 
we have by no means reached the last chapter. 
Nor—so many have been their modifications— 
can we say that the best and final method has 
been developed. But certainly the procedure is 
no longer (or need not be) the tedious, delicate 
and often disappointing operation that it once 
was. Especially, we think, the “citrate” method 


(which has certain obvious advantages) and the 
single chilled syringe method have removed blood 


transfusion from the function of the surgeon and 
specialist and placed it in the hands of all prac- 
titioners. These and other simplified methods 


should give an immense impetus to the more 
general employment of the transference of “the 


vital fluid” from those who can spare it well to 
those who may need it much.—W. M. B. 


THE CURE OF VESICO-VAGINAL FISTULA. 


Until the genius of Marion Sims rescued them 
from incurability women afflicted with a communi- 
cation between bladder and vagina were hopeless 
as well as miserable creatures. Modern technique 
has much changed and improved the early rather 
cumbersome methods; and complicated special in- 
struments and special suture materials have been 
discarded. 

The successful treatment of vesico-vaginal fis- 
tula is based upon two cardinal principles: the utili- 
zation of all available material without the sacrifice 
of any healthy tissues, and the avoidance of all ten- 
sion. If these two principles are adhered to special 
methods of suture, special suture materials, flaps, 
drainage, posture, etc., are of no importance. If 
tissues are not sacrificed, secondary operations after 
unsuccessful attempts are still feasible, and the diffi- 
culty of secondary operations is greater only in 
proportion to the increase of scar tissue. 

Although the contrary opinion obtains, the 
bladder, much as every other hollow viscus, has a 
marked capacity for spontaneous repair, as is shown 
by the prompt closure of operative vesico-vaginal 
fistulae made for drainage in cases of intractable 
cystitis. 

To cure a hole in the bladder it is absolutely 
essential to freshen its edges, most readily done by 
separating the vaginal mucosa from the bladder. 
The next step consists in mobilizing the bladder it- 
self. If this mobilization, which may necessitate 


extensive dissection, removal of the uterus or re- 
opening of the peritoneal cavity if the fistula is due 
to operative injury (radical hysterectomy, etc.), is 
successfully completed, a simple closure of the 
bladder wound is sufficient; in fact, with complete 
absence of tension and full mobility of the bladder 
suturing is not essential, because the displacement 
and retraction is sufficient, in most instances, to 
permit of healing if the urine is drained off by 
means of a retention catheter for a few days.— 


Surgical Suggestions 


The appearance of cancerous supra-clavicular 
lymph nodes after a breast amputation does not 
necessarily condemn the case as hopeless. The re- 
moval of these glands and active #-ray treatment 
may effect a cure even at this stage, or, at any rate, 
postpone for a long time the development of further 
trouble. 


Great care and watchfulness are needed in the 
pre- and post-operative management of patients 
with cancer of the stomach and bowel. These indi- 
viduals, even when apparently in fairly good condi- 
tion, often collapse unexpectedly during or after 
operation. 


Breast tumors, especially in the early stages, not 
seldom fail to present the classical signs by which 
their malignancy or non-malignancy may be deter- 
mined clinically. In all cases where the diagnosis 
is doubtful, the tumor (or a piece of it) should be 
removed for microscopic study, before undertaking 
a radical operation. 


Vomiting several days after gastro-enterostomy 
or other stomach operation is not necessarily an in- 
dication to continue the patient on rectal feeding 
or limited fluids. On the contrary, it may be an 
indication to give the patient more food, for it may 
be the vomiting of acidosis due to starvation. In 
such cases acetone can be detected in the urine and 
the breath. 


In the treatment of acidosis alkalies (e.g., bicar- 
bonate of soda) are helpful, but the administra- 
tion of food, especially carbohydrates, is very im- 
portant. Glucose feeding is very valuable both in 
the management and in the prophylaxis of acidosis, 
since a solution (5%-7%) can be readily admin- 
istered by rectum or subcutaneously. 
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Minor Surcery. 

The term “minor surgery,” according to the 
ordinary interpretation, comprises a varied assort- 
ment of surgical procedures for the relief and cor- 
rection of fractures, lacerations, dislocations, 
burns and similar conditions. From the stand- 
point of frequency of use by the surgical profes- 
sion, minor surgery forms really the major sur- 
gery of every day practice. In their social aspects 
or industrial and economic significance most of 
the surgical conditions classified as minor repre- 


sent the most serious factors in the general acci- 
dent problem. 

According to the industrial experience of the 
Prudential Life Insurance Company of America, 
out of a total mortality of 33,790 from accidents 
among males from 1904 to 1913, 2,279 were due 
to burns, scalds, etc., 1,878 from fractures, while 
among women 3,377 and 1,233 respectively oc- 
curred among the 11,726 deaths from accidents. 
Drowning was responsible for the loss of 5,069 
males and 772 females. This indicates a serious 
mortality from three conditions that one would 
find listed among minor accidents. 

According to the bulletins of the New York 
State Department of Labor, the industrial acci- 
dents in the State from April, 1911, to March, 
1913, as tabulated in Industrial Accidents, Bulle- 
tin of the United States Labor Statistics No. 157, 
were as follows: 


Nature of Injury. Number. ~~ 


Lacerations, cuts and bruises........ 98,038 7 
Sprains or dislocations ............. 6,359 4.4 
Suffocation, effect of heat, gas, etc.... 418 a 
Multiple or other injuries ........... 26,889 18.5 
Fatalities (included above) ......... 1,017 ay 
Complete severance or loss of member 


The complete severance or loss of member or 
part refers to such results at the time of the acci- 
dent and does not include such loss incident to 
subsequent operation. 

It is obvious that in connection with problems 
of workmen’s compensation, these minor injuries 
take on a greater significance. For illustration, 
the experience of the State of Massachusetts for 
the year ending June, 1913, indicated a wage loss 
from industrial accidents of approximately ten 
thousand dollars each working day. The average 
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amount paid for disability and medical attention 
was five thousand dollars each working day. The 
total number of fatal accidents was 474 for the 
year. 52.3 per cent. of the persons fatally injured 
were between the ages of 20 and 40 years, the 
period of greatest economic importance. The 
weekly wages of the majority of the fatally in- 
jured persons were little above the minimum 
necessary for family maintenance and left no pro- 
vision for the dependent survivors. Only 12 per 
cent. of the 474 persons fatally injured earned 
over twenty dollars a week. 

That fatalities of this kind are fraught with 
serious significance to the dependent family is 


strikingly evidenced by the conjugal state of per- 
sons killed in the industries of Illinois from July 


Ist, 1907, to December 31, 1912. In so far as facts 
are available 62.4 per cent. of the persons were 
married, while only 42.6 per cent. were reported 
as single. Similar, among those injured, but not 
fatally, of a total of 26,303, 57.9 per cent. were 
married and 42.1 per cent. single.. It is needless 
to quote further to show that the stress and strain 
of accidents fall largely upon the families, which 
suffer either temporary or permanent restriction 
of income and consequent deterioration from lack 
of facilities to maintain the family above the line 
of economic independence. Permanent incapacity 
of formerly self-supporting workmen involves an 
added burden which can rarely be carried by the 
family itself and as a result society is bound to 
come to its relief. Under such circumstances, in- 
dustrial accidents may be technically called minor 
but their results are of far reaching importance. 

From the figures available for the State of Wis- 
consin, it is evident that many accidents that were 
accompanied by comparatively trivial injuries re- 
sulted more seriously, in consequence of infec- 
tion which in all probability could have been pre- 
vented. The fact that 4.8 per cent. of the so- 
called minor accidents resulted in such infection 
bears solemn testimony to the importance of the 
early and correct treatment of all industrial acci- 
dents. That blindness should follow careless and 
dirty handling of an eye, injured by a foreign 
body, or that amputation should be the termina- 
tion of laceration of the fingers, the hand, or the 
arm after alleged surgical treatment is a sad com- 
mentary upon the indifference, carelessness, or 
neglect of those called upon to give emergency 
treatment. 

From the standpoint of practical usefulness, it 
is equally vital to be able to manage a burn so 
that deformity will not result or a lacerated 
wound so that it will not become infected, as it 
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is to be able to remove gall stones or perform a 
gastro-jejunostomy. 

It is undoubtedly true, as suggested by W. Lip- 
man in The Modern Hospital, that more time is 


allotted for the study of major operation in medi- , 


cal curricula than to the correct treatment of 
simple wounds involving repair of the tendons 
or nerves. It would not be fair, however, to 
blame the medical schools, because the principles 
of aseptic surgery that apply in the case of major 
operations also hold true for minor operations. 
Possibly the desire to perform more serious op- 
erations leads many practitioners to be more in- 
._ different to simpler procedures, and in conse- 
quence some measure of carelessness results. 
This is an unfortunate state of affairs which will 
undoubtedly be corrected within very few years 
because of the new light that is dawning with 
relation to the value of conserving industrial 
workers. The practical financial side of the work- 
men’s compensation act will in itself serve to 
promote a better type of “minor surgery” than 
has been practiced on the victims of industrial 
accidents. 
A BULLETIN ON ACCIDENT PREVENTION. 

The Health Bulletins issued by the State of 
Virginia have attracted considerable attention be- 
cause of their originality and pointedness. Again, 
the value of initiative has been manifest in the 
August number. The Department of Public In- 
struction in conjunction with the State Board of 
Health has compiled and presented to the citizens 
of Virginia a twenty-one page pamphlet dealing 
with First Aid to the Injured and the Prevention 
of Accidents. 

In March, 1914, the General Assembly of Vir- 
ginia enacted “that it shall be the duty of each 
teacher in the public schools of the Common- 
wealth to devote not less than thirty minutes in 
each month of the school session for the purpose 
of instructing the pupils therein as to ways and 
means of proper observation so as to prevent ac- 
cidents.” The superintendent of the Public In- 
struction was directed to prepare, publish and 
distribute adequate information for the guidance 
of the teachers. 

The manual that has been issued contains a 
brief but satisfactory exposition of the facts neces- 
sary for ordinary instruction in schools. If the 
pupils are thoroughly familiar with the subject 
matter thus made available for presentation to 
them, they will be well prepared to enter into in- 
dustrial life and serve as foci of education for 
those whose instruction along the line of accident 
prevention has been less favorable. 


Book Reviews 


Diarrheal, Inflammatory, Obstructive, and Parasitic 
Diseases of the Gastro-Intestinal Tract. By 
SAMuEL Goopwin Gant, M.D., LL.D., Professor of 
Diseases of the Colon and "Rectum, N. Y. Post. 
Graduate Medical School. Octavo; 604 pages; 181 
illustrations. Philadelphia: W. B. SauNpERs Com- 
pany, 1915. $6.00 net. 


This is a very thorough and competent treatise, devoted 
to diarrheal diseases of all kinds. The subject is taken 
up in all its many varieties. In several chapters the au- 
thor has discussed thoroughly diarrhea due to organic 
diseases other than those of the intestinal tract. Diarrhea 
as a symptom in acute infectious and contagious diseases 
is also dealt with. The chapters devoted to_diarrhea as 
a symptom of tropical diseases such as Cochin-China 
diarrhea, sprue, hill diarrhea, etc., are most instructive 
and sovorenting. especially in view of the infrequent ap- 
pearance of these topics in our general literature. The 
main value of the book consists in the author’s systematic 
and thorough review of the facts and literature pertaining 
to tuberculous, syphilitic, entamebic, and baccillary: colitis. 
The treatment of these topics is exhaustive. The pathology 
is particularly well described. 

The discussion of treatment, while occasionally monoton- 
ous because of the necessity for repetition, is nevertheless 
thorough. The author’s personal viewpoint in regard to 
surgical procedures in chronic diarrheal diseases is re- 
peatedly thrust upon us, often apparently to the displace- 
ment of more conservative medical means. Many inter- 
esting chapters are written on types of diarrhea rarely 
met with in the course of routine observation, such as 
helminthic, protozoal, gonorrheal colitis, etc. Those chap- 
ters devoted to surgical treatment, technic of examinations 
and technic of operations are minute in their detailed in- 
structions and in their patient description of technical pro- 
cedures, 

All in all, the book is a valuable addition to medical 
literature, valuable in that it is a thoroughly exhaustive, 
accurate and painstaking account of the one symptom, 
diarrhea, as it occurs in any of its protean manifestations 
as a symptom of medical or surgical disease. The literary 
references, while abundant, are not too profuse to interfere 
with the text. The author’s viewpoint is apparent through- 
out; his personality is evident at all times. 

The book is well arranged, the type clear, the paper 
good, the illustrations profuse and well reproduced. 


Cancer: Its Study and Prevention. By Howarp Can- 
ninc Taytor, M.D., Professor of Clinical Gynecology, 
Columbia University, N. Y. Duodecimo; 332 pages. 
New York and Philadelphia: Lea & FEBIGER, 1915. 


This little volume satisfies a distinct demand on the part 

of the medical profession. To have assembled within a 
comparatively small space practically all the essential data 
on the subject of cancer is a work for which readers will 
be thankful. Not of the least importance is the chapter 
dealing with the general considerations of the cause, pre- 
disposition, and geographical distribution of cancer. A 
good deal of the obscurity of hearsay and _ traditional 
knowledge of cancer has been replaced by scientific facts 
as accumulated in the past decade. A still more important 
chapter is the one dealing with precancerous lesions in 
all anatomical regions. This, it would seem, should be 
equivalent to a chapter on the prophylaxis of cancer as 
far as it is possible in the present day knowledge of this 
disease to speak of cancer prevention. 
A Manual of Gynecology for Students and Practi- 
tioners. By Samuet J. Cameron, Assistant to Regius 
Professor of Midwifery, University of Glasgow. Oc- 
tavo; 552 pages; 206 illustrations. London and New 
York: LoNGMANS, GreEN & Co., 1915. 


We are glad to have read this book, not because it pre- 
sents the most recent developments in gynecology, and 
closely allied subjects, nor because it presents in a new 
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and original way a subject that has been written up by 
many other celebrities, but because this work reflects the 
clinical conception and practice of gynecology of the Glas- 
gow School. As a report of the practice and methods of 
this school, the present volume can be welcomed by gyne- 
cologists. As a modern book on the subject, however, it 
can hardly be recommended to students and practitioners. 
A great deal of the medical contributions to the chapter 
of ductless gland physiology about which, it is true, there 
is still variance i opinion, and more especially about the 
relation between ovarian function and menstruation, and 
other essentially fundamental principles that have recently 
been pretty well established, have all been purposely 
omitted by Cameron. It may be a convenient way to dis- 
miss these perplexing subjects with the simple assertion 
that opinions concerning them are neither uniform nor 
fixed, but these are subjects of vital interest to all students 
at the present time. 


Edited by Hopart Amory Hare, 


Progressive Medicine. y 
Philadelphia and New York: Lea 


M.D., June, 1915. 
& 


The volume contains, as previously, chapters on hernia, 
surgery of the abdomen, gynecology, diseases of the blood 
—diathetic and metabolic—diseases of the thyroid gland, 
spleen nutrition, and the lymphatic system, and a_ final 
chapter on ophthalmology. The reviews by the collabor- 
ators of the former volumes embrace ne the prog- 
ress of measure in the past year in all of the subjects 
enumerated. 


The Intervertebral Foramina in Man. By Harotp 
Swanserc. Member American Association for the 
Advancement of Sciences. With an Introductory Note 
by Pror. Harris E. Sauter. Crown octavo; 95 pages; 
11 original full-page plates. Chicago Scientific Pub- 
lishing Co., 1915. Price, cloth, $1.75. 


This small but valuable work is a supplement to the 
author’s “The Intervertebral Foramen,” a monograph noted 
and described in a previous issue of the JouRNAL, which 
presented an accurate histological description with photo- 
micrographs of the intervertebral foramen of the cat. 
From this work the author was led to study the foramina 
in man where all the foramina have a similar structure 
though no two are identical. This new volume is, there- 
fore, a study in the morphology of the intervertebral fora- 
mina in man including a description of their contents and 
adjacent parts with special reference to the nervous struc- 
tures. 

The work presents definite facts (and no conjectures) 
established by painstaking research. The text deals with 
(1) a general description of the intervertebral foramina 
and their contents, (2) a detailed description of one par- 
ticular foramen and its adjacent parts, with photomicro- 
graphs, (3) a summary based upon careful examinations 
of numerous foramina, and their surrounding tissues. 


A Synopsis of Medical Treatment. By Greorce CHEEVER 
SuHattuck, M.D., Assistant Physician to the Massa- 
chusetts General Hospital. Second Edition, revised 
and enlarged. Duodecimo; 185 pages. Boston: W. M. 
Leonarp, 1915. 


Though small enough to be easily carried in one’s pocket, 
this book will be found to contain a very large amount of 
information of use in the medical treatment of various 
diseases. The book was primarily written for use in 
Harvard Medical School, but it will be found of consider- 
able value to the general practitioner, since by the sim- 
plicity of its arrangement information on any point can 
be very quickly obtained. 


The International Medical Annual: A Year Book of 
Treatment and Practitioners Index. Thirty-third Year. 
Octavo: 760 pages; illustrated. New York: WILLIAM 
Woop & Co., 1915. Price, $4.00. 


The International Medical Annual continues to main- 
tain its high plane of excellence. The volume is larger 
than the previous year’s and this is especially noteworthy 
since it was compiled during the time that England was 
at war, and almost all the contributors are British. The 


general arrangement of this volume is similar to the previ- 
ous numbers excepting that this year there are special de- 
partments devoted to naval and military surgery. 

Not only the great variety of sources drawn upon, as 
shown by the references, but the complete index, the ex- 
cellent typography and above all the splendid illustrations 
both plain and colored serve to make this Annual an 
extremely valuable asset to the practitioner’s references. 


Collected Papers from the Research Laboratory of 
Parke Davis and Co. Detroit, Mich. Dr. E. M. 
Hovucuton, Director, Reprints—Volume 3, 1915. 341 
pages. 

As stated in the title this volume contains reprints of 
articles, twenty-one in number, which have appeared in 
various medical publications during the past year. The 
subjects of these papers cover a variety of fields,—bacteri- 
ology, immunology, hematology and dentistry, and go to 
show what a large variety of subjects have to be investi- 
on in the conduct of a modern scientific pharmaceutical 

usiness. 


Progress in Surgery 


A Résumé of Recent Literature. 


Malignant Diseases of the Large Intestine. A Plea for 
Early Diagnosis and Early Radical Operation. 
H. BeeckmMan Detatour, Brooklyn. Journal of the 
American Medical Association, August 28, 1915. 


_Delatour says that we cannot educate the public to recog- 
nize the onset of cancer of the large intestine as we can 
for the superficial growths and must depend on the gen- 
eral practitioner, who must be impressed with its import- 
ance. The symptoms are unfortunately not very definite 
and many patients are brought to the hospitals for emer- 
gency operations for intestinal obstruction, whereas the 
real cause is a tumor that has been growing for months 
or even years. Dependence cannot be placed on any spe- 
cial symptom or symptoms; the whole case must be gone 
over. The patient is rarely under 35, but is usually over 
50, and one of the most constant symptoms is constipation, 
usually obstinate, accompanied by flatulence. Diarrhea fre- 
quently alternates with constipation. Pain is usually inter- 
mittent and is felt most at the site of the obstruction,. which 
comes on so gradually that frequently it is complete before 
it is suspected. It may be precipitated by the lodgement 
of food. Symptoms of intestinal toxemia are nearly always 
present and not easily met. Cachexia usually appears when 
the disease is well advanced. Vomiting usually does not 
appear till obstruction has developed and blood and mucus 
in the stools are valuable signs, but are seen only when the 
growth is in the rectum or lower sigmoid. Blood analysis 
is of some aid in the diagnosis, the leukocyte count is 
higher than normal when obstruction occurs and may be 
20,000 to 25,000 when the obstruction is nearly complete, 
while the polymorphonuclear count may not be above 65 
or 70 per cent. The carcinoma skin reaction as proposed 
by Elsberg, Neuhof and Giest and studied later by Lisser 
and Bloomfield, is said to give a positive reaction in 70 to 
80 per cent. of cancerous cases and only 8 per cent. of 
noncancerous. Abderhalden’s ferment diagnosis may be of 
service, and exaggerated peristaltic action of the bowel, 
when it can be observed, is a positive sign of stricture. 
Absence of palpable tumor is not a negative sign. The 
roentgenographic indications are noticed; they may be of 
value even in the early stages. After removal, Delatour 
thinks the prognosis of bowel cancer is better than that 
of other internal cancers owing to the less liability to 
metastasis. It is worse the nearer the growth is to the 
anal opening on account of the early infection of the in- 
guinal glands. Treatment is surgical and consists of extir- 
pation of the growth and adjacent lymphatic glands after 
clearing out the bowel. Sometimes this can be done by 
lavage, but when the obstruction and distension are extreme 
and immediate relief demanded, a colotomy should be per- 
formed on the proximal side and then after a few days 
of thorough drainage, combine with irrigation of the lower 
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bowel, the operation for radical removal may be per- 
formed. The special points to be noted in regard to oper- 
ation, the arterial supply, etc., are mentioned. With regard 
to operating for rectal cancer the author states his prefer- 
ence for the combined abdominal and perineal routes, pref- 
erably done in two stages. His object in offering this 
communication is to impress on the general practitioner 
the need of thoroughly investigating cases of obstinate con- 
stipation and intestinal indigestion with symptoms of tox- 
emia, especially in patients over 35 or 40 years of age; to 
not regard bleeding from the anus as caused by piles with- 
out investigation; to not neglect examination of the rec- 
tum with finger and speculum; and finally to urge the 
bringing of these patients to operation as early as possible. 


Chronic Intestinal Stasis with Infection from a Sur- 
ical Point of View. W. Russ, San Antonio, 
exas. Journal of the American Medical Association, 

August 28, 1915. 


Russ dwells on the importance of studying the cases and 
learning whether prior to the existing disability the patient 
was a comparatively normal individual, which is rarely the 
case, instead of a neurotic subject with physical and espe- 
cially nervous abnormalities. In spite of such abnormali- 
ties the colon and terminal ileum may within reasonable 
limits meet the individual’s needs, as is shown by the long 
lives of most visceroptotic individuals. It is only when 
the walls of the-colon or ileum have become infected that 
the individual suffers ill effects, and even then the health 
need not be seriously broken unless the local immunizing 
mechanism of the bowel wall is overcome and the pro- 
tecting influences of the other bodily defenses have been 
impaired. Many of the patients, however, reach a point 
where they can only be relieved by surgical measures, and 
the ideal operation will be one that will secure easy and 
complete emptying of the bowel, thus relieving the toxemia; 
it must relieve the back pressure and reflux into the ileum, 
provide a means for the treatment of infection, cure the 
chronic appendicitis, and at the time avoid any unnecessary 
mutilation that will destroy future functional usefulness 
of the organs. In his practice he has used the following 
method, which seems to meet the needs of the case: 
Through a long right rectus incision, the entire colon and 
terminal ileum are carefully freed from adhesions or bands 
threatening obstruction. The cecocolon is pleated down to 
normal by Blake’s method, and the appendix, if possible, 
with a tentlike portion of the cecum, is drawn up into a 
pe stab wound, placed so as to fix the cecum in the 
abdominal wall. The parietal peritoneum is dissected back 
from the margin of the stab wound to insure a firm fixa- 
tion. The base of the appendix being well up in the wall, 
it is possible to dilate the lumen until it will admit a large 
catheter, through which the bowel can be flushed and the 
remaining fluid siphoned off. This procedure removes ob- 


struction, replaces the cecocolon, and reduces its size, fixes’ 


it in position, and provides a means for relieving back 
pressure on the atonic bowel and provides a means for 
fighting infection, besides disposing of the diseased 
appendix. 


tes Lesions of the Stomach and Duodenum. The 

hoice of Surgical Procedure with Special Ref- 
erence to Late Results. CuHartes H. Pecx, New 
York. Journal of the American Medical Association, 
August 21, 1915. 


Peck reviews the methods that have been used in gastric 
and duodenal ulcers during the last few years. Gastro- 
enterostomy is still the operation of choice, with or with- 
out some form of pyloric exclusion, and he takes up the 
question as to whether the late results justify the choice. 
The two theories of its beneficial action most commonly 
advanced are drainage and chemical effect. The clinical 
results in most uncomplicated cases have been satisfactory. 
The question whether or not the patency of the opening 
will be permanent in the human subject as it has been in 
ar.imal experimentation, if the pylorus is left unclosed, is 
taken up and Peck has collected a large number of roent- 
genograms of the condition which seem to prove that such 
is the case. This would seem to support the drainage 
theory. One hundred and thirty-four patients with gastric 


and duodenal ulcer have been operated on at the Roose- 
velt Hospital since January 3, 1910. Seventy-four of these 
cases were chronic duodenal ulcer and thirty-four chronic 
gastric ulcer. The remaining cases were more or less com- 
plicated, such as ulcer with hour-glass contraction, perfor- 
ations, etc. The operative procedures were simple gastro- 
enterostomy for seventy-two of the seventy-four cases of 
chronic duodenal ulcer, thirteen of the thirty-four gastric 
ulcer, twelve duodenal ulcers with perforation, and four 
similar gastric cases, and one case out of six of hour-glass 
stomach. Six patients with the chronic duodenal ulcer died 
after operation and two died subsequently, too soon to esti- 
mate operative results. Of the sixty-five remaining cases 
all but seven have been followed up and of these nearly 
seventy per cent. are cured, and eighty-eight per cent. have 
good results, and only twelve per cent. poor results. He 
compares these with Kiittner’s figures and concludes that 
for chronic duodenal ulcer simple gastro-enterostomy is a 
safe procedure, and there is no evidence that pyloric ex- 
clusion would give better results, hence the drainage is an 
important factor in maintaining the cure. In the gastric 
ulcers the results were not so good, but the series is too 
short and many of the cases too recent to allow any abso- 
lute conclusions. The mortality was considerably higher 
but the patients were in poor condition as a rule and at 
least one of the cases as shown by the necropsy should 
have been considered inoperable. In seventeen cases the 
patients are well and relieved of symptoms, though five 
were operated on too recently to be classed as permanently 
cured. As regards the treatment of chronic gastric ulcer 
Peck thinks that Rodman’s operation of pylorectomy is the 
ideal one when the ulcer is near the pylorus. When on the 
lesser curvature in the pyloric or middle third, cautery 
puncture, with or without gastric enterostomy and some 
method of excision of ulcer rather than simple gastro- 
enterostomy. In seventeen cases of acute perforated duo- 
denal ulcer there were two deaths. Primary gastro-enter- 
ostomy was performed in twelve of the cases. Seven pa- 
tients are cured, five are improved and one is untraced. Of 
the cured patients five had gastro-enterostomy, which seems 
to be the proper operation in selected cases. The mortality 
in the acute perforated gastric ulcer cases was six out of 
thirteen cases, all more or less complicated. In this con- 
dition the choice of procedure is governed by the chances 
of drainage, cleansing the peritoneal cavity, and consider- 
ing whether a gastro-enterostomy should be performed. 
In all the late Roentgen examinations after simple gastro- 
enterostomy the pylorus was open and the review justifies 
the conclusion that this will be the case in at least a large 
percentage of cases. A. functionating stoma is usually 
accoinpanied with clinical cure of ulcer symptoms, though 
it may be narrowed. 


Subinfection from Foci in the Pelvis and Abdomen. 
Horace G. WETHERILL, Denver. Journal of the Ameri- 
can Medical Association, August 21, 1915. 


H. G. Wetherill discusses the subject of chronic infec- 
tions from local foci in the abdomen which he thinks have 
failed to receive the attention their importance merits. He 
criticizes Lane’s theory of colon intoxication and his rec- 
ommendation of the complete extirpation of the large intes- 
tine as hazardous and not supported by uncontrovertable 
facts. The acceptance of his theory involves the admis- 
sion of the permeability of the normal colon by a patho- 
genic organism, a theory which would appear to have been 
clearly disproved by Neisser. Their entrance into the cir- 
culation through damaged tissues, however, is a well-known 
fact to every gynecologist and abdominal surgeon, and they 
form foci which may become encapsulated by a quarantine 
fibrosis of adjacent tissues. During this process, however, 
the germs may be taken up by the blood and lymph chan- 
nels and form foci in other portions of the body. Billings 
enumerates the common systematic results of such focal 
infection as chronic arthritis, one of the most common, 
nephritis, both acute and chronic, cardiovascular degener- 
ation, chronic neurities and myalgia. He cites among other 
local foci gastro-intestinal ulcers, chronic appendicitis, cho- 
lecystitis and cholangeitis, and the genitourinary tract. 
Chronic catarrhal appendicitis may not only cause its local 
disturbances, including digestive disorders, but may be the 
source of damage to the cardiovascular apparatus. Wether- 
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ill quotes the history of such a case of cardiac compli- 
cations from Dr. Bonney, published in his work on pul- 
monary tuberculosis, and on which he himself operated 
with brilliant success in the cure of the general as well 
as the local condition. It is probable that many of the 
pathologic processes, which we call metastases, are similar 
in their origin, a conveyance by the blood of the pathogenic 
bacteria with their arrest and activity at distant points.. 
Wetherill refers to Rosenow’s suggestive work as sup- 
porting this view. Some recent experiments of his appear 
to prove that an abdominal disorder like appendicitis is 
often the result of a secondary hematogenous infection 
from the tonsil, and Wetherill sees no reason why such a 
secondary focus in the appendix may not in turn be the 
starting point for extensive systemic disease. Lubarsch’s 
recent studies show that germs can lie latent for long 
periods until trauma or inflammatory hyperemia enable 
them to produce a typical disease, and latent foci in the 
abdomen are not to be disregarded. A broader and more 
comprehensive study of the cases is needed, more thorough 
and complete physical examination, careful blood studies 
and cultures are required, the cooperation of the laboratory 
and of other clinicians, and while the secondary focus is 
eliminated, the primary one must be also sought for and 
destroyed if found. 


Intestinal Obstruction. ALEx1s McGLannan, Baltimore, 
tg A of the American Medical Association, August 


A. McGlannan says that though aseptic surgery has 
revolutionized the mortality statistics of acute intra-abdo- 
minal disease, the death rate from intestinal obstruction 
remains almost as high as it was thirty years ago. In the 
series of 276 cases studied by him the mortality was 45.7 
per cent. In 161 cases the obstruction occurred in the 
small intestine, and 46.6 per cent. died. Seventy-five were 
cases of large intestine obstruction, and the mortality was 
44 per cent. In forty-nine cases the exact position of the 
obstruction was not given, though probably in the small 
intestine. In the jejunum the obstruction was fatal in 52 
per cent. of the cases. Much experimental work has been 
done to determine the cause of death, and it indicates that 
the secretion of the duodenal mucous membrane is in- 
volved in the fatal factor. Hartwell and Hoguet, in their 
experiment, show that dehydration is an important element 
in a fatal outcome. In pathologic obstruction of the human 
intestine met in clinical work an intact mucous membrane 
is never seen. Earlier effect is shown in the altered nutri- 
tion of the bowel caused by interference with the circula- 
tion. The slow onset of toxemia and its slight degree in 
chronic obstruction may be due to the development of a 
resistant epithelium with a compensatory hypertrophy, oc- 
curring in the loop of bowel above the obstruction; or it 
may be the result of the gradual development of a vicarious 
function of resistance by another organ. From the work 
so far done, McGlannan points out that the toxemia arises 
from the duodenal secretion, and says all facts point to 
the absorption of a chemical compound of the cholin group 
of substances as the underlying essential cause of death 
in intestinal obstruction. The causes of death in the pres- 
ent series in the fatal cases were: toxemia, 75 per cent.; 
peritonitis, 12 per cent.; postoperative shock, 5 per cent.; 
miscellaneous, 8 per cent. In these 127 cases there were 
twenty in which the bowels were gangrenous. Fourteen 
of these patients died of toxemia, three of peritonitis, and 
three others, fifteen, twenty-nine and twenty-six days, re- 
spectively, after operation, from pneumonia, tuberculosis 
and embolism. The toxemia is combated with great diffi- 
culty. Its immediate effects on the heart and vasomotor 
system, and the secondary effects on the kidneys, liver, 
and other important organs tend to disaster. Early recog- 
nition and prompt treatment offer the only hope of reduc- 
ing mortality. In the present series of cases the average 
duration of symptoms before operation in the cured jejunal 
obstruction was one and two-thirds days. In the fatal 
jejunal cases two and five-sixths days, in the ileum cases 
the average duration of the cured was three and one-third 
days, of the fatal, six days. As a rule, the higher the 
obstruction, the more fatal the outcome. He describes the 
symptoms of the three stages, which at the onset are pain, 
nausea and vomiting with or without constipation or 


diarrhea coming on suddenly without regard to ingestion 
of food. Movements of the bowels or stomach washing 
will not relieve the pain, and with these symptoms the 
diagnosis should be promptly made and the operation per- 
formed. If there is any hesitation a second lavage should 
be done after one hour. The presence of duodenal mate- 
rial in the washings at this time makes a diagnosis cer- 
tain. In eighteen cases of operation made on these symp- 
toms the obstruction was found and the patient recovered. 
In the second stage we have persistent pain, distention, a 
visible and palpable spastic coil of intestine, visible peris- 
talsis, with ladder pattern, local tenderness, etc. Fre- 
quently, gangrene of the bowel and localized peritonitis. 
In the third stage toxemia overshadows everything, and is 
the principal object in treatment. Sixty-three of the 276 
cases were postoperative and twenty of the patients died. 
Nearly 40 per cent. of these followed drainage after opera- 
tion for appendicitis, which is a potent argument for early 
operation in those conditions when no drainage will be 
required. Operative methods vary with the stage of the 
disease, its complication, etc. In the third stage, enteros- 
tomy will be the only method justified. When toxemia has 
developed it must be combated regardless of what must 
be done for the direct relief of the obstruction. After 
the enterostomy a large quantity of water should be sup- 
plied, best by hypodermoclysis, to prevent dehydration, and 
third, the injection of epinephrin intravenously or with the 
subcutaneous water to counteract the effect of the toxin on 
the heart and blood pressure. 


Surgical Considerations of Splenectomy. Wrutram J. 
Mayo, Rochester, Minnesota. Annals of Surgery, Au- 
gust, 1915. 

Mayo states that the safety of splenectomy depends upon 
a careful separation of the splenic attachments and upon 
delivering the spleen without injury to the vascular pedicle. 
He employs a Bevan incision—the spleen is then freed 
from its surrounding adhesions with the finger; at the 
upper pole especially the adhesions are very vascular and 
require guarded manipulation. The blood vessels in the 
adhesions cannot be seen or controlled until the spleen is 
mobilized from its bed and drawn down; it is, therefore, 
best to free the spleen by the finger, bluntly, and to control 
hemorrhage with a large gauze packing. Where adhesions 
must be divided sharply, this is best accompanied by divid- 
ing them close to the capsule of the spleen and by deliver- 
ing the organ by a combination of enucleation and division. 
The most serious vascular attachments that require atten- 
tion are the vasa brevia in the gastro-splenic ligament. 
Most of these attachments can be delivered with the spleen 
when the stomach is drawn from the abdomen. The lien- 
orenal ligament possesses little vascularity and can readily 
be divided. The spleen may now be lifted up, presenting 
a vascular pedicle for treatment. 

(On several occasions Mayo ablated a portion of the 
pancreas while removing the spleen. No serious symptoms 
ensued. In two instances part of the stomach wall was 
injured.) 

The vascular pedicle should be tied by securing the 
artery first, the other vessels subsequently. A very short 
pedicle is secured by the two-forceps method—the forceps 
are placed three-fourths of an inch apart on the pedicle, 
the spleen ablated and the proximal and finally the distal 
forceps ligated with cat gut. 

As a last procedure, and an exceedingly important one, 
Mayo sutures the margins of the “raw space,” closing it, 
as well as possible, thus avoiding practically all likelihood 
of hemorrhage. 


The Treatment of Malignant Disease by X-Rays. 
J. A. Copp. The British Medical Journal, May 15, 
1915. 

In this article the author pleads for more frequent use 
of the x-rays especially in the post-operative treatment 
of cancer cases. He thinks that at the present time we 
have nothing to equal x-rays and radium in their effect 
on neoplastic tissues. He believes that after the removal 
of a new growth the open wound ought to be exposed to 
the rays in spite of the added danger of causing infection. 
As a rule too much time is lost before recourse is had 
to the x-rays. Codd uses the Coolidge tube which is by 
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far the most effective of the various +-ray tubes. The 
cases that have yielded best results have been those of 
rodent ulcer. Large superficial epitheliomata have also 
quickly healed under #-raying. 


Radiotherapy in Cancer of the Uterus. A. Martin, Ber- 
lin, Jahreskurse fiir Grztliche Fortbildung, July, 1915. 


Martin reviews the literature of the past year with spe- 
cial reference to radiotherapy. Only the effect of the 
radio-active substances upon the histological structure of 
‘carcinoma and the clinical manifestations will be here 
summarized. 

The influence of the radioactive substances on the his- 
tologic structure of tumors is the same, no matter what 
form of radio-energy is employed; thus the studies of 
Aschoff with x-ray, Haendly and Weinbrenner with me- 
sotorium, Doderlein with mesothorium and x-ray; Exner, 
Wikham, DeGrais, and Bellot with radium, have all shown 
practically the same: effect on the tumor cells. In general, 
the formula suggested by Bergonnié and Tribondeau for 
the sensitiveness of cells to rays has been verified by the 
other investigators. Thus it has been shown, that the 
cells are the more sensitive to the ray: 1, the greater their 
reproductive activity; 2, the longer their karyokinetic 
phase, that is, the more remote they are from their mature 
state; 3, the less defined their morphology and formation. 

Von Hansemann and Schottlaender have shown that 
there is nothing specific in the effect of the ray on the 
histologic picture. The pictures often show changes fre- 
quently seen in rapidly growing or rapidly disintegrating 
tumors, but this can be seen only by examining pieces for 
diagnosis and comparing them to the extirpated tumor or 
to excised particles which latter show these pictures. The 
effect on normal tissues is practically the same as on path- 
ological tissues; at first, there is hypertrophy; then ne- 
crosis of cells and bacteria; followed by absorption; then 
replacement by scar tissue. This is the same in both 
animals and plants, as well as in human and animal tumors 
(Keyserling). These changes are induced by the so- 
called irritation doses (Reizdosen). Sachs warns against 
these milder doses because they may stir up to greater 
activity the deeper-lying carcinoma cells instead of being 
inhibited in their growth and even destroyed, as are the 
more superficial lying cells;—they may even take on an 
increased activity. Von Franqué has demonstrated this in 
a convincing way: All rays decrease in effect in propor- 
tion to the square of the distance from the ray-source. 
Certain amounts of the ray are absorbed by the exposed 
tissues; of the x-ray, of mesothorium, of radium, 40%; 
of the roentgen-ray, 30%, for one centimeter of tissue 
layer (Keetman). The limit of the penetrating effect of 
the ray does not seem to exceed ten centimeters. Part of 
the residual x-ray may penetrate still further; according 
to Lazarus, as much as a meter in depth. 

A selective effect, in the sense that only carcinoma cells 
are destroyed, has not been demonstrated for any kind of 
ray There is, however, a certain tendency of the ray to 
destroy carcinoma cells —to replace connective tissue by 
stimulating increased activity. Upon normal epithelial 
cells, there was practically no effect. If the ray intensity 
is not sufficient, the carcinoma may even be stimulated to 
greater, more active proliferation, which sometimes be- 
comes very intense. If the ray intensity is excessive, the 
neighboring tissues may also be destroyed. Aschoff, Kroe- 
ing and Gauss have reported necrosis due to burning of 
the intercostal muscles in a case of mammary carcinoma, 
of the superficial layers of lung and of small areas of 
liver (found at autopsy). Possibly, this will not occur 
with the emplo coment of the newest apparatus. Bumm, 
however, says this danger has been practically eliminated. 

Clinical manifestations. — Frequently there is noticed a 
swelling and hyperemia (inflammatory signs) of the tumor. 
Secretion is increased; suppuration and hemorrhage de- 
crease, in fact cease altogether; the secretion becomes 
odorless and serous. This also disappears in a few weeks, 
cccasionally more rapidly, at times more slowly. The pro- 
liferation gives way to shrinking. The ulcerated mass be- 
comes epidermalized. The vaginal portion takes on a 


normal form. Sloughing is evidence of excessive dosage. 
By and by the vaginal vault becomes narrower, the vaginal 
portion disappears, giving the impression of senile atrophy 


Infiltrated parametria begin to show hard 
indurations. Pains disappear with surprising rapidity. 
Amenorrhea and shrinking of the ovaries result. The..ova 
cells are more noticeably sensitive to the ray than carcin- 
oma cells. 

This local change is, as a rule, accompanied by a re- 
markably rapid improvement in the general condition. 
Cachexia and anemia disappear; the body weight increases 
under better nutritional activity; general efficiency and 
capacity for work return. - 

In another series of observations the opposite condition 
obtained, whether with smaller or larger doses, lassitude, 
weakening, febrile state, nausea, vomiting, anemia, due to 
the direct effect of the ray on the red blood cells. 

Kolde and Martens observed when large doses were 
used, a decrease of one million to the cubic millimeter with 
diminution in hemoglobin and erythrocytes (Schauta) 
This is probably due to absorption of toxic proteid-by- 
products from the affected carcinoma which may have a 
jeopardizing effect on life. 

he bladder is often badly affected—ardor urinae is 
ushered in, enuresis also; mucous discharge and tenesmus 
are frequently observed. These disappear when small or 
moderate doses are used. These untoward symptoms have 
been obviated by improved technic. Stricture of the rec- 
tum which necessitates artificial anus, recto-vaginal fistula 
(two cases of Bumm’s reported at the Halle Congress died 
of urinary infiltration following bladder necrosis and 
suppuration. Heynemann showed cystoscopically that in 
more than two-thirds of all the cases there was bulbous 
edema of the bladder walls and the ureter orifice. In two 
cases there was extension of the carcinoma upon the blad- 
der wall. The danger of stricture should be borne in 
mind. Bucky reported an autopsy of a case'5 months after 
intensive raying. There were ps on the buttocks sev- 
eral centimeters deep, also over the mons veneris. At the 
same time an extensive cervix carcinoma had broken 
through into the bladder. Halban reports a fatal hemor- 
rhage from an erosion of the hypogastric vein 27 days 
after inserting 27 mg. of radium into a recurrent tumor 
of the parametrium. But the filter capsule instead of 
being of lead should be of brass. This retains only 3% 
of the secondary rays, which retention is almost negligible. 

Cheron-Rubens-Duval use platinum and gauze surround- 
ing it (30 layers of gauze). There is no question that a 
large part of the injury is due to imperfect apparatus. 
These are avoided by improved technic. We know today 
that the lead filter gives off secondary rays which are 
identical with the soft beta ray, and has a corrosive de- 
structive effect. Brass obviates this almost totally. 

(To be continued.) 


of the genitals. 


Fatal Post-Operative Pulmonary Hemorrhage. Emit 
aga Baltimore. Interstate Medical Journal, June, 
15. 2 


Novak calls attention to the occurrence of pulmonary 
embolism, though its nearly always present danger is con- 
sidered negligible. He cites a distressing case in his own 
experience where his patient died on the sixteenth post- 
operative day during an apparent normal convalescence. 

He cautions against the present tendency to set patients 
out of bed at an inordinately early period after operation. 
Here there is particular danger because thrombosis not 
infrequently occurs in the iliac vein and may, therefore, be 
unnoticed. He emphasizes the value of handling tissues at 
operations gently to avoid causing tiny blood clots by 
bruising ahd forcible and unnecessary retracting of wound. 
Finally, the surgeon’s asepsis should be beyond criticism. 


The Clinical Value of the Complement Fixation Test 
in Surgical Tuberculosis. Henry KELLER and A. 
Moravek, New York. The International Journal of 
Surgery, ‘July, 1915. 

These authors used cultures of tubercle bacilli or alco- 
holic extracts of tuberculous liver for antigen in their com- 
plement fixation work. They examined sera from a 
series of surgical tuberculosis cases. Their conclusions 
may be summarized as follows: 

1. Normal individuals will give a negative complement 
hear vnigg test even if they have a small healed tuberculous 
esion 
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2. In the presence of active disease the fixation test is 
present in 76 per cent. of cases. 
By means of the fixation test it is possible to deter- 
mine whether the type of infection is human or bovine. 
4. The test is negative before there is an appreciable 
surgical tuberculosis lesion. 


The Treatment of Tubercular Cystitis by Injection of 
Lactic Acid Bacilli. (Traitement des cystites tuber- 
culeuses par les injections de bacilles lactiques.) 
Marion, Paris. Bulletins et Mémoires de la Société 
de Chirurgie de Paris, May 26, 1914. 


It is well known that some cases of tuberculous cystitis 
will not heal even when the primary lesion is removed; 
for these cases Marion proposed injections of lactic acid 
bacilli into the bladder since the favorable action of lactic 
tuberculous laryngitis and glossitis was estab- 
ished. 

He injected 10 to 15 c.c. of a pure culture of lactic acid 
bacilli obtained from the Pasteur Institute and allowed to 
remain at 370 C. for twelve hours before use. The treat- 
ment was repeated three times a week. 

The results of treatment varied. Some patients had 
immediate relief with abatement of vesical symptoms; in 
others there was developed increased pain and a distress- 
ing sensation of “warmth” in the bladder. The variance 
in results Marion attributes to the variation of lactic acid 
concentration in the different tubes of lactic acid bacilli 
employed. 


Arthroplasty of the Elbow. Astiey Paston Cooper AsH- 
a Philadelphia. Annals of Surgery, September, 


Ashhurst adopted arthroplasty of the elbow joint in 
five patients; twice for bony ankylosis and three times 
for limitation of motion following fracture. 

He makes his skin incision along the external condyle 
for about 10 c.m. downwards. The muscles are displaced 
and the external condyle is exposed thoroughly with the 
anterior capsule of the joint. With an osteotome the ex- 
ternal condyle is detached from the humerus. If anky- 
losis is present between the radius and the humerus it 
is easy to separate them by a gouge, without injuring the 
external lateral ligament. The external condyle is now 
turned downward and the joint exposed. 


In shaping the bone ends the ulna is spared as much as 
possible. The bone ends having been shaped properly and 
restored to their normal relations—the original skin in- 
cision is prolonged so as to expose the triceps and to 
make a triangular skin flap which will include subcutaneous 
fat. An interposing flap is now raised from the superficial 
surface of the triceps with its base at the olecranon. The 
elbow is again partially dislocated and this interposing 
flap attached to the internal lateral ligament of the elbow 
and to the anterior and posterior capsules of the joint. 
The elbow joint is once more reduced to normal position 
and the downward turned external condyle fixed to the 
humerus in front of the interposing flap. The author uses 
Lambottis self-boring screws to accomplish this. The 
triceps is sutured accurately to the brachioradialis and 
extensor muscles, the fascia sutured carefully, and the 
skin closed. 

With this operation Ashhurst obtained gratifying im- 
provements in all five cases operated. 


End Results of Bone Fractures. (Report of the Com- 
mittee of the American Surgical Association.) W. L. 
Estes, Chairman. Annals of Surgery, September, 1915. 


The committee confined its investigations to fractures 
of long bones. It urged the following recommendations: 
1. Fractures should be treated by a skilled surgeon. 

2. The x-ray should be employed before the permanent 
dressing is applied; at least two skiagrams-should be taken 
and from opposite perpendicular directions. Radiograms 

should be taken also after reduction is accomplished. 
_ 3. Fractures should be reduced immediately after in- 
jury if appliances are at hand for a permanent dressing. 

4. Unless there is some contra indication general anes- 
thesia is to be used during reduction. 


_5. Generally speaking, non-operative methods are espe- 
cially effectual during age period under 15 years; above 
60 years of age operative measures may be carried out 
with confidence if non-operative treatment has been with- 
out avail. Operation should not be delayed beyond one 
week after injury. 

. If the open method is adopted it should be done 
early. 

7. Some type of rigid plate applied directly to the bone 
or an Albee “inlay” seems to be the best fixation method 
in operative cases. 

Open operations for simple fractures require proper 
and careful instruments in the hands of thoroughly trained 
surgeons. 


The Use of Magnetism for Localizing Needles in the 
Tissues; with the report of cases. G. H. Monks, 
aoe Boston Medical and Surgical Journal, July 


Monks describes a technic for localizing needles in tis- 
sues, which in certain cases he deems valuable. The essen- 
tial steps are, briefly, the following: After noting the posi- 
tion of the needle by the x-ray, an ordinary steel magnet, 
or better, an electro-magnet is so placed over the affected 
area that the needle is between the two poles of the mag- 
net. This magnetizes the needle. A sterile, magnetized 
needle is then suspended by a thread at its middle and 
permitted to approach the site of the buried needle. 
Naturally the opposite poles will attract, while the similar 
poles repel. This definitely indicates the position of the 
ends of the buried needle. A longitudinal incision is then 
made over the buried needle, and if there is difficulty in 
finding it, the magnetized indicator is again employed. By 
this method Monks, has found the removal of buried 
needles very easy. In order to be most successful the 
buried needle must be superficially placed. 


Fascial Tubulization in the Repair of Nerve Defects. 
E. G. Kirk and Dean Lewis, Chicago. Journal of the 
American Medical Association, August 7, 1915. 


Kirk and Lewis, after noticing the uncertainty of re- 
sults of attempts to repair severed nerves by the various 
methods in use, say that, while the best results in trans- 
plantation are obtained from tissues removed from the 
same individual, nerves and blood-vessels frequently can- 
not be sacrificed to bridge defects in nerves. A tube 
formed of fascia that would not collapse and undergo 
secondary cicatricial contraction would be ideal, as the 
supply is unlimited, and fascia, when appropriate condi- 
tions are provided, contracts no adhesions and remains 
viable. They have experimented with tubulization of the 
sciatic nerve in forty dogs. Ten of these are still living, 
from seven days to nineteen weeks after operation, and 
seven specimens have not been studied histologically. The 
report is made of the study of twenty-two specimens, the 
animals having been killed at periods varying from one 
day to sixteen and a half weeks after operation. After 
exposure of the nerve and the removal of a section of it, 
a rectangular piece of the fascia lata was taken. The 
smooth, shiny undersurface was used for the lining of 
the tube. Care was taken to avoid injury to the nerve 
fascia and surrounding tissue, and hemostasis was made 
as perfect as possible. The suture was applied loosely 
so as not to strangle any portion of the nerve, and hemor- 
rhage from the nerve ends controlled. The tube was 
made of sufficiently large lumen to be twice the size of 
the nerve end to guard against secondary contraction. 
Dogs of all ages were used. Immediately after death the 
nerves were excised, stretched on glass tubing, carefully 
orientated, and fixed. Usually two methods were em- 
ployed in the histologic study, the most important being 
the Cajal silver method, as modified by Ranson. The cri- 
teria as to the success of bridging are stated. Recovery 
of function, which will require months, cannot be used 
on account of some anatomic peculiarity of innervation 
in the dog, for fair function returns about as soon as the 
postoperative tenderness is gone. Improvement in the 
foot drop is probably indicative of success, but a failure 
of it to appear in the earlier weeks does not mean that 
the defect has not been successfully bridged. The reac~ 
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tion to electric stimulation cannot always be depended on 
in estimating the amount of repair, and the best criteria 
of regeneration are the gross appearance and the histo- 
logic findings. Kirk and Lewis give the details as ob- 
served after various periods in the experimental animals. 
The axis cylinders and medullary sheaths of the distal 
segment degenerate almost completely in the second and 
third weeks, while a solid downgrowth from the proximal 
stump gradually invades the pulpy material in the tube. 
The axis cylinders develop first, most rapidly along the 
side of the tube, and at the end of the fourth week, the 
gap of 1 cm. or less in length is almost completely filled 
with a white substance longitudinally striated. At the 
fifth week the proliferative and regenerative changes are 
very marked. A serious objection raised against fascial 
tubulization is its tendency to contraction, but that it can 
be used successfully was shown by a patient operated on 
by one of the authors who had a complete return of func- 
tion after its use. Their experiments showed them that 
defects in nerves can be successfully bridged by fascial 
tubes, the time required depending on the length of the 
defect and the age of the animal. They believe that the 
possibility of ciatricial contraction of the fascia is pre- 
cluded when the proper technic is employed and the fascia 
inserted only under proper conditions. 


The Treatment of Tetanus by Endoneural Injections 
of Serum with Nerve Drainage. (Die Behandlung 
des Tetanus mit endoneurater Seruminjektion und 
Nervendrainage.) Frieprich Kempr, Braunschweig 
Archiv fiir Klinische Chirurgie, July, 1915. 


In the light of Meyer and Ransom’s work which proved 
that tetanus toxin is taken up at the site of injury by 
the motor nerve endings and conveyed to the related spinal 
and cerebral centers, Kempf concluded, logically, that the 
greatest and fullest efficacy of antitoxin might be secured 
by introducing antitoxin endoneurally, thus blocking, as 
soon as possible, the spread of toxin in the nerve trunk 
and avoiding the permanent anchoring of the poison in 
the higher nerve centers. Kempf was quickened to try 
this method in two cases which reached his hands for 
treatment—particularly since all the recognized methods, 
i. e. subcutaneously, intramuscularly, intravenously, intra- 
spinally, and intracerebrally—had proved to be of limited 
value. 

Accordingly he exposed the large motor nerve trunks 
in the injured extremities and injected them with about 
300 units of tetanus antitoxin. The wounds were closed. 
Improvement was apparent at once. The second case had 
small metallic canulae introduced into the nerves after 
serum had been injected. This was done so as to drain 
off any freshly manufactured toxins that might arise after 
the present toxins had been neutralized by the injected 
serum. The canulae should be made of flexible metal; 
silver is satisfactory. It is important to expose the large 
motor nerves and to inject each one carefully. Absorp- 
tion of the serum is rapid and may be noted during the 
process of injection. Not only is the toxin blocked by 
this prompt absorption but the antitoxin travels directly 
to the motor centers and thus saves the centers from 
attack by the rapidly mounting toxin. For wounds of the 
head region it is essential to inject the third branch of the 
fifth nerve and the seventh nerve. 


Some permanent injury to the nerve follows this mode 
of treatment, the author admits, but he states that this is 
of minor significance in aiming at a recovery from a dis- 
ease as fatal as tetanus. 


Further Experiences with Corpus Callosum Puncture 
Especially in Epilepsy, Idiocy and Related Con- 


ditions. (Weitere Erfahrudgen mit dem Balken- 
stich, Spesiell bei Epilepsie, sears und verwandten 
Zustinde.) A, Strepa, Halle A. S. Archiv fiir Klin- 
ische Chirurgie, August 18, 1914. 


Stieda says positively that puncture of the corpus callo- 
sum is a less serious procedure than lumbar puncture. Its 
usefulness is very great in conditions of cerebral pressure 
and the technique is rather simple. A preliminary tre- 
phine opening is made and a pliable silver catheter used. 
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He cites a group of cases treated by this “Balkenstich” 
method with the following results: 

One case of epilepsy in a male at puberty showed a 
marked amelioration of symptoms directly after treat- 
ment, followed by a relapse to the original state, followed 
again by a period of 4 years duration, during which the 
attacks became mild and infrequent. Two cases of epilepsy 
in females at puberty had no symptoms after puncture, 
from 10 to 13 months subsequently. Three cases of true 
epilepsy were markedly improved. One case of imbecility 
since infancy lost its usual two or three daily attacks for 
one month; attacks returned but milder in character. A 
case of Jacksonian epilepsy maintained a decided improve- 
ment for four and one half years. An idiot, 134 years old, 
showed a slight improvement, i. e. “was quiter and more 
normal.” A case of microcephalus remained unrelieved. 

There was no mortality following puncture nor any 
untoward symptom or physical sign. 


Quinine After Operation. E. Bonnor and A. H. CLeve- 
LAND, St. Louis. Journal of the American Medical 
Association, August 7, 1915. 


Bonnot and Cleveland describe a modification of a 
method of administering quinine salts, a preliminary re- 
port of which was given in The Journal, January 9, 1915. 
“Quinine muriate, 10 grains, dissolved in two ounces of 
water at 100 F., is given by rectum immediately after 
pc yr followed by saline proctoclysis or (in septic 
cases) by six ounces of olive oil. The quinine is re- 
peated every six hours for from four to six doses. In 
large or stout individuals, the first two doses are given 
four hours apart. In case the saline proctoclysis is used, 
it should follow the quinine in about thirty minutes for 
best results.” The postoperative backache has been prac- 
tically eliminated and only about 2 per cent. suffer any 
gas pain to speak of, and if so one enema relieves. The 
postoperative nausea and vomiting are less frequent and 
reduced in duration, though vomiting occurs. Frequently 
a single stomach wash ends all nausea and vomiting per- 
manently.° Postoperative thirst is delayed, and is absent 
in 60 per cent. The patient usually ‘has a free bowel re- 
action within twenty-four hours when morphin has not 
been given. The treatment is of special advantage when 
there is very much trauma, and did not interfere with 
pregnancy in a pregnant woman. It has been used in 
only two cases following chloroform. One did nicely, but 
in the other it had to be discontinued as cyanosis appeared. 
When it is used after chloroform, the authors advise 
waiting until the patient has regained consciousness. Pa- 
tients feel comfortable after operation, and morphin is 
seldom if ever required. Sodium bromid, 20 grains, was 
associated with each dose of quinine in fifteen laparoto- 
mies with good results, and seemed to reduce the nausea 
and vomiting. The beneficial action of the bromid so ad- 
ministered was especially marked in eight goiter cases. 
The only complications observed were cinchonism in three 
cases, and one case of drug eruption lasting three days; 
but the patient did not suffer at all. 


The Control of Pyocyaneus Infection (Zur Bekimp- 
fung des Pyocyancus-eiters.) E. Uncer, Berlin. Ber- 
liner Klinische Wochenschrift, March 15, 1915. 


Based upon the principle that the pyocyaneus bacillus 
does not grow in acid media, Unger recommends that the 
wound be dressed with a liquor alumini acetatis wet dress- 
ing, to which have been added a few drops of pure 
hydrocloric acid (five to eight drops to one-half liter of 
solution). Unger has found this measure remarkably 
effectual. 


Pneumococcic Arthritis, With Report of Six Cases. 
J. W. Sever, Boston, Boston Medical and Surgical 
Journal, September 9, 1915. 


Sever reports six cases in detail and reviews the liter- 
ature. In four cases infection followed previous pneu- 
monia; the fifth resulted from tooth infection; the last 
from trauma. In all the diagnosis was confirmed bacterio- 
logically. The mortality was 50%. Incision and drainage 
was used in practically all six cases. In the two cases that 
Sever was able to follow, the joints are practically normal. 


i 
q 
é 
4 

q 


i 


